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1 Introduction
1.1 Background
The NSW Clinical Redesign Program (CSRP) has its origins in the ‘Maggie Project’ that has been
underway in the Hunter region since 2002.  In 2004 the NSW Health Department established the
Access Block Improvement Program (ABIP) which was undertaken in 10 hospitals with the goal of
reducing access block out of emergency departments.
On the basis of the experience with Maggie and ABIP, the Health Department submitted a
business case to the NSW Treasury in 2004-2005 and set out the case for the funding of the
CSRP for three years from July 2005, including the costs of engaging external consultants,
backfilling staff participating in redesign projects and undertaking an independent evaluation.
The CSRP was funded to operate at three levels.  A central CSRP unit would provide the overall
direction, develop system capacity in areas such as organisational development and change
management and be responsible for knowledge management.  Clinical Redesign Units (CRUs)
would be established in all area health services to lead redesign projects within each area.  At the
service level, the CSRP would fund a series of redesign projects around specific aspects of care.
The first project began in August 2005.
The CSRP is one of three key strategies adopted by NSW to transform the performance, quality
and safety of the NSW health system, with the other two being a significant increase in resources
with the commissioning of additional beds and top down performance management.  The three
strategies are intertwined and the CSRP cannot be considered in isolation.  As the CSRP has
evolved it has become clear that there are two aspects to the program:
§ A series of time-limited projects ranging from the relatively small-scale in well-defined clinical
areas to broader initiatives across whole area health services.
§ Program-level activities, (for example, policy development, supporting patient and carer
involvement, and the dissemination and sharing of ideas and new knowledge), undertaken by
the Health Department, primarily by the Health Services Performance Improvement Branch.
In addition, there is a whole range of activities that go by a variety of names - initiatives,
improvement activities, projects, enhancements – that in some cases would have happened
irrespective of the reform agenda and in some cases have links with the reform agenda.
The external evaluation of the CSRP was commissioned by the NSW Health Department and has
been undertaken by the Centre for Health Service Development, University of Wollongong, and
the international evaluation partners from University College London.  The first annual report of the
external evaluation was completed in November 2006 and focused on the way in which the
program was being delivered and its early impact, specifically on the Key Performance Indicators
(KPIs) for access to services.  The second report, delivered in October 2007, reported on all the
KPIs and then took a broader perspective reporting with a particular emphasis the views of senior
managers at Department, Area and hospital level on a range of issues relating to the CSRP.  For
this report we have maintained the focus on KPIs but also paid particular attention to the aged
care projects that have been a feature of the second half of the CSRP.  For the purposes of the
evaluation Year 1 refers to 2005/2006, Year 2 refers to 2006/2007 and Year 3 refers to 2007/2008.
The evaluation has two elements:
§ Summative evaluation (evaluation for judgement) which seeks to ascertain - sum up - whether
and to what extent the CSRP was implemented as intended and the desired/anticipated results
achieved (as judged against the KPIs in the original business plan).
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§ Formative evaluation (evaluation for learning) whereby the results of the evaluation provide a
tool for learning and reflection which in turn ‘form’ and inform the ongoing development and
improvement of the CSRP itself.
The evaluation strategy is focused on comparing what was achieved by CSRP against the KPIs
set out in the initial business case for the Program and exploring any variation in results by means
of the key success factors (KSFs) identified in the literature on implementing, spreading and
sustaining organisational change and improvement (‘making it happen, making it spread, making it
last’) with regard to all three dimensions of performance, safety and quality.  The evaluation is
framed in terms of three organisational levels (state, area health service, hospital/project team)
and the interactions and links between those levels.
There are often no clear boundaries between what constitutes CSRP and what constitutes other
improvement-related activities taking place in the NSW health system, necessitating a broader
approach than might typically occur for a program evaluation while retaining a focus on the CSRP
(the Program).  This makes the issue of attributing changes to the CSRP even more difficult than
one would generally find in a program evaluation.  We have used data from individual projects to
inform the evaluation of the Program as a whole, but the scope of the external evaluation does not
include an evaluation of each CSRP project.
1.2 Methods
The methodology has been based on the evaluation framework submitted to the Health
Department in August 2006.  In subsequent years the scope of the evaluation each year has been
agreed with the Department in March 2007 and March 2008.  The evaluation has been approved
by the University of Wollongong / Illawarra Area Health Service Human Research Ethics
Committee and the NSW Department of Health Ethics Committee.
We have undertaken time series analysis of the KPIs, removing seasonal variation to more clearly
show the underlying trend and other types of variation.  Full details of the method are to be found
in Appendix 4 of our first report.
The Health Department has made available to us a large amount of documentation including
internal reports and reports by area health services.  We have also accessed documents from the
ARCHI web site.  These have been used to inform all aspects of the evaluation.
We interviewed 134 people during the three years of the evaluation.  In Year 1 we interviewed
those involved in program implementation from the central program office, area-based CRUs and
projects.  In Year 2 we interviewed senior managers in the Health Department, area health
services and hospitals.  In Year 3 we interviewed 36 people, including 27 clinicians (primarily
working in aged care) and 9 people working in area-based learning and development units.  The
style and approach for the interviews was semi-structured, open-ended and conversational in tone,
leaving space to follow issues that interviewees wanted to talk about.1
We developed a survey tool for distribution to projects in years 1 and 2 to collect data about, for
example, participants’ perceptions about what had been achieved, what had been learnt, what
helped and what had hindered project implementation.  In year 3, because of the complex nature
of the projects, we used the basic structure of the survey but - rather than sending it out to be
completed - interviewed staff involved in the seven aged care projects to collect the corresponding
data.
In this, the final year of the evaluation, we distributed a new on-line survey to those we had
interviewed in years 1 and 2 and senior clinicians who are members of the state-wide clinical
advisory groups.  This was done to collect additional data on the themes that had emerged over
                                                
1 Digital recordings were made of all interviews and, in years 2 and 3, all interviews were transcribed.  Content analysis was undertaken
using Leximancer document mapping software.
Third Annual Report on the NSW Clinical Services Redesign Program Page 3
the course of the evaluation (e.g. role of doctors and chief executives, implementation, capacity
building, sustainability and program impact) with a mix of fixed and open ended questions,
reflecting the mixed-method approach we have used throughout the evaluation.
1.3 About this report
This report focuses on the findings from Year 3 of the evaluation but where appropriate includes
details of what we found in years 1 and 2.
Section 2 includes analysis of the CSRP KPIs and associated targets that measured changes in
performance.  This section also includes an analysis of how performance in NSW has compared
with other jurisdictions in Australia over the last three years (Section 2.1.4) and analysis of
complaints and incidents data from the NSW Health Incident Information Management System to
inform the quality and safety dimensions of CSRP (Section 2.2.4 and Section 2.3.1).
Section 3 includes data collected from project officers and clinicians regarding the aged and
chronic care projects (henceforth referred to simply as ‘aged care projects’) that were a feature of
the second half of the CSRP.
Section 4 includes the results from an online survey that sought the perceptions of key
stakeholders regarding the CSRP, looking back over the three years of the program.
Section 5 includes discussion and synthesis of key findings to emerge from sections 2, 3 and 4.
Section 6 includes discussion and analysis of the sustainability strategy developed by the Health
Department in 2007.
Section 7 includes lessons learnt regarding future sustainability, structured around a series of
‘design rules’.
We have framed our evaluation around ten ‘key success factors’ for performance and service
improvement – the program change model, the role of the centre, stakeholder engagement,
effective local improvement teams, leadership, implementation, shared learning, quality and
service improvement skills, systems and measurement and a receptive context for change.  These
factors have informed our data collection and analysis and provided a framework (and language)
to discuss and synthesise the findings.
2 Quantitative data analysis
2.1 Performance
In general, the pattern for the emergency department and elective surgery KPIs was one of
improvement, in some cases rapid improvement, in the first 12-18 months of the CSRP followed
by a levelling off or slight decline in performance for the remainder of the program, which raises
concerns about the legacy of the CSRP and the sustainability of the results achieved.
In general, variation in performance has been reduced which indicates greater equity in the health
system but there is still room for improvement in this regard.  The reduction in variation has
involved hospitals and area health services clustering around the performance targets, indicating
that once the targets are met there is little incentive to ‘push on’ to further improvement.
Table 1 provides an overview of the results for the CSRP on the KPIs set out in the original
business case.  Soon after these targets were set more stringent targets were established in
performance agreements with each area health service e.g. long waits for elective surgery
reduced to zero by June 2006.  However, in summing up the achievements of CSRP we have
returned to the original targets.
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Table 1 Overview of key performance indicators at June 2008
Indicator CSRP target
(by June 2008)










After a five year period of decline (1999-2004) EAP improved
markedly from mid-2004 and peaked at 79% in October 2006.  It
was 77% in June 2006 and remained at around that level throughout
2007/08. It was 77% in June 2008.
Principal referral hospitals showed greatest improvement (around
25%) and are now performing about 2% below major metropolitan
hospitals.
EAP for major non-metropolitan hospitals declined over the last 12
months, although performance remained just above target (80.6% in
June 2008).
Children have the best access, older people the poorest.  EAP for
older people improved the most although it remained under target at





mins for 95% of
patients
A steady improvement from mid-2004 until mid-2006 then ‘levelling
off’ at about 80%, then declined.  In June 2008 performance stood
at 77% statewide (on trend line) up from 74% in June 2007.
No
Triage 2 80% < 10 min Steady improvement in performance from mid-2004.  Achieved
target in Feb 2006 and peaked at 90% in January 2007.  It has
declined slowly ever since and fell below the target of 80% in early
2008. In June 2008 it was 78% (trend).
No
Triage 3 75% < 30 min Continuous improvement totalling 26% (trend) from mid-2005 until
Jan/Feb 2007 (peak of 73%).  It was 70% or below for the whole of
2007/08.  While metropolitan and non-metropolitan hospitals were
performing the same at around 71% in 2006/07, metropolitan
performance finished the series 4% worse than non-metropolitan.
No
Triage 4 70% < 1 hr Continuous improvement totalling 16% (trend) from mid-2005 until
Jan/Feb 2007 when it peaked at 75%, a figure it repeated in June
2008.  Remained above target from April 2006. The most
improvement occurred in principal referral hospitals.
Yes
Triage 5 70% < 2 hours Performance remains above target for whole period and is now






90% reduction Virtually eliminated by the end of June 2006 and stood at 79 in June








Continued to decrease over the last 12 months and was down to 33


















1.7% reduction from when CSRP began (July 2005) to March 2008.
The RSI at March 2008 was 0.95. The most significant decrease in





Data by area health service has not been provided to the evaluation
team.  Overall, NSW health system was reported to be about $300
million over budget in 2007/2008.
No
Note: The CSRP Business Case set a target reduction of 5% for RSI over 4 years:  Year 1: 0%, Year 2: 1%, Year 3: 2% and Year 4:
2% i.e. 3% by June 2008
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2.1.1 Emergency departments
The KPIs associated with EAP, triage times and off-stretcher times were analysed, not to measure
the impact of specific projects but as an overall evaluation of performance at the state, area health
service and peer group level.2  We have been advised by the Health Department that the audited
results for Triage Category 1 have been 100% since before the commencement of the CSRP.
Hence no analysis of this performance indicator has been included in the report.  We have
included analysis of the remaining triage categories, with a focus on triage categories 3 and 4
which have historically been the most problematic.
In our second report we sought to broaden the range of indicators for measuring performance in
emergency departments, largely based on work done in Australia to measure aspects of the
patient journey through an ED (Sibbritt, Isbister et al. 2006).  We have included some of those
indicators in this section of the report.
Emergency admission performance
Prior to mid 2004, the average EAP for NSW had been consistently decreasing since 2000 (Figure
1).  From mid 2004 the seasonally adjusted trend for EAP increased by 13 percentage points to
achieve the target of 80% in late 2006.  Performance then declined to about 77% during the first
half of 2007, remaining at about that level until the end of program.

















































































































































Note: The total average EAP for the series is 74.4
Hospitals were grouped into peer based categories as follows: Category A (Principal Referral),
Category B (Major Metropolitan), Category C (Major Non-Metropolitan) and Category D (District
Hospitals).  The series for district hospitals is not long enough for a trend to be fitted however the
performance of this group has remained greater than 95%.  EAP in Peer Group A and Peer Group
                                                
2 EAP is defined as the percentage of patients admitted from the emergency department within 8 hours from the time they were first
treated.  Triage time is defined as the time in minutes from when the patient is triaged to when the patient is first treated, either by a
doctor or by a nurse.  Target triage times exist for each triage category.
The data for Concord Hospital for May 2007 and July 2007 – January 2008 and the data for Westmead Hospital for May-June 2007
have been excluded from all EAP and Triage performance calculations due to data quality issues. In addition, the following data have
been excluded due to problems with the implementation of a new emergency information system: Royal Prince Alfred October 2007 –
January 2008, Fairfield October 2007 – February 2008, Canterbury December 2007 – April 2008, Camden February – April 2008,
Campbelltown February 2008 – May 2008, Liverpool March – May 2008, Bowral and Bankstown May 2008.
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B declined consistently for four years up until mid-2004, at which point both groups of hospitals
started to improve their performance and continued to do so for over two years.  Principal referral
hospitals showed the largest improvement.  In late 2006 the EAP trend series for peer groups A, B
and C started to decrease until mid 2007 and have since increased and levelled off to around 75%
for peer group A, 78% for peer group B and around 90% for peer group C (Figure 2).
















































































































































Group A Original Group B Original Group C Original Group D Original
Group A Trend Group B Trend Group C Trend
Note: The total average EAP for the series for Group A hospitals is 68.5%, for Group B hospitals is 77.9%, for Group C hospitals is
91.2% and for Group D hospitals is 99.3%.
The CSRP focused on metropolitan AHSs with regard to improving EAP.  The strong trend of
improved EAP from mid-2004 for metropolitan areas is a major factor behind the improvement in
state level performance.  The non-metropolitan trend decreased consistently over the length of the
series, from a starting point of just under 95% to the 80% target level in June 2008, which was
about 3% better than the metropolitan performance.  The gap between metropolitan and non-
metropolitan performance decreased significantly and was almost nil towards the end of 2006.  At
this point, the metropolitan trend reversed and declined to around 75% at the end of 2007 but has
since increased slightly by around 2% and remains just under the target at around 78% at the end
of the series (Figure 3).
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Metro Original Metro Trend Non-Metro Original Non-Metro Trend
Note: The total average EAP for the series for metro AHSs is 71.7% and for non-metro AHSs is 87.0%.
At the AHS level, there are large variations in EAP performance (Figure 4).  One of the major
features of this graph is the improvement in EAP at Sydney West AHS between mid 2004 and mid
2006, after which it decreased to around 73% by mid 2007 and has since increased again and is
on target at 80% at the end of the series.  Performance was worst for most areas at the end of
2003/04 and has since turned around and improved with the exception of North Coast AHS which
has shown a steady decline across the entire series.  Since late 2006 / early 2007 EAP for Greater
Southern, Greater Western and Hunter/New England AHSs has levelled off and remains above
target whereas there is a mixed picture for all other AHSs, with some areas improving and some
showing a decrease in performance.  The early improvement in performance for Hunter New
England AHS (from around June 2003) is possibly a delayed but on-going result of the Maggie
project, which commenced in mid 2002, as no other AHSs had a major change in trend direction
till later in the series.
The Children’s Hospital at Westmead demonstrates a large level of variation as its series contains
only one hospital.  Sydney South West AHS has shown a decline since early 2007 and is now at
the lowest level of around 72%.  The EAP for North Coast AHS showed decreasing levels of
performance from the beginning of the series up until late 2006.  Since then, an improvement in
EAP has emerged and the series remains steady just above 75%.
Page 8                                                                Third Annual Report on the NSW Clinical Services Redesign Program
















































































































































Children's Hosp Syd South West South East/Illawarra
Syd West North Syd/CC Hunter/New Eng
North Coast Greater Southern Greater Western
Note: The total average EAP for the series for each AHS is as follows: Children’s hospital 75.3%; Syd South West 71.5%; South
East/Illawarra 67.4%; Sydney West 68.3%; North Syd/CC 70.7%; Hunter/New Eng 83.5%; North Coast 84.8%; Greater Southern 87.9%
and Greater Western 90.3%.
Figure 5 shows the EAP for the nine largest principal referral hospitals, almost all of whom had ED
or patient flow projects early in the life of CSRP.  Over the length of the series there have been
marked differences between the performance levels of the hospitals.  However, from early 2006 to
mid 2007 there was a convergence of the EAP level for these hospitals, but during the last 12
months of the series, marked differences between the performance levels of the hospitals has
emerged once again.  Liverpool Hospital has shown a sharp decrease in performance while St
Vincent’s Hospital has continued to improve their performance.  John Hunter Hospital showed a
steady level of performance during late 2007 and then a sharp increase in performance during the
last 6 months of the series.  Both Royal Prince Alfred and Prince of Wales hospitals showed a
decrease in performance over the last 6 months of the series while Westmead, Royal North Shore
and St George hospitals showed an increase in performance.
Further analysis (not included here) indicates that the pattern of improvement in EAP is broadly
consistent across the three cohorts used in the evaluation (John Hunter Hospital, hospitals
involved in the ABIP and all other hospitals), although John Hunter Hospital exhibits a higher level
of variation than the other cohorts due to there being only one hospital in this cohort.  In general,
EAP across each of the three cohorts increased from about mid 2004 until mid 2007 and has since
remained steady with performance at around 73% for those hospitals involved in the ABIP and
around the 80% target level for all other hospitals.
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Royal Prince Alfred St Vincent's Royal North Shore
Prince of Wales St George Liverpool
Concord Westmead John Hunter
Notes:
The total average EAP for the series for each hospital is as follows: Royal Prince Alfred 64.2%; Royal North Shore 65.0%; St Vincent’s
54.0%; Prince of Wales 60.7%; St George 62.8%; Concord 66.3%; Liverpool 71.2%; Westmead 62.2%; and John Hunter 73.9%.
Three age groups have been identified of interest in analysing EAP: those aged 0-18 (children),
18-64 (adults) and 65+ (older people).  The EAP varies markedly between these groups, with
children having the best access followed by those aged 18-64, then older people (Figure 6).  There
was a sharp improvement occurring in the eldest age group during mid 2004 and mid-late 2006.
Performance for children remains well above target at the end of the series while performance for
adults and older people continues to remain under the target.














































































































































<18 Original 18-64 Original 65+ Original
<18 Trend 18-64 Trend 65+ Trend
Note: The total average EAP for the series for <18 age group is 90.9%, for the 18-64 age group is 74.6% and for the 65+ age group is
67.1%
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Triage category 2
The target for triage category 2 patients is that 80% of them will be seen within the benchmark
time of 10 minutes.  As shown in Figure 7, the performance for triage category 2 remained fairly
constant until late 2005, varying between 70% and 80%, which is just below the target level.  From
this point, performance improved until it reached a peak of around 90% in Jan 2007.  Since that
time performance for triage category 2 has been decreasing and has fallen to the target of 80% at
the end of the series.








































































































































NSW Original NSW Trend
Note: The total average performance target for the series for Triage category 2 is 78.5%
At the AHS level, triage category 2 performance has historically been worst in North Sydney
Central Coast AHS, with performance between around 60% and 70% up until late 2005.  From this
point until around mid 2006, triage 2 performance increased rapidly and remained above the 80%
target up until early 2007.  The trend has since fallen and remains just under 80% at the end of the
series.  All AHS’s have converged around the 80%-90% level, except the Children’s Hospital,
which has had around 100% performance throughout the entire series and Sydney South West
which has shown a rapid decrease in performance over the last 12 months is now at its lowest at
around 63%.  This AHS’s performance is more than 20% lower than all other AHSs (Figure 8).
Of the three patient age groups, those aged under 18 have the best performance for triage
category 2.  Those aged 65+ are no worse off than those aged 18-64.
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Children's Hosp Syd South West South East/Ill
Sydney West North Syd/CC Hunter/New Eng
North Coast Greater Southern Greater Western
Note: The total average performance target met for the series for each AHS for Triage category 2 is as follows: Children’s hospital
99.6%; Sydney South West 82.7%; South East/Illawarra 80.6%; Sydney West 76.4%; North Sydney/Central Coast 68.0%; Hunter/New
England 79.7%; North Coast 80.7%; Greater Southern 82.3% and Greater Western 86.0%.
Triage category 3
Triage category 3 patients are recommended to be seen within 30 minutes.  From mid-2005
performance improved steadily until late 2006, with performance almost reaching the target level
of 75%, after which triage category 3 performance levelled off to around 70% (Figure 9).





































































































































NSW Original NSW Trend
Note: The total average performance target met for the series for Triage category 3 is 62.0%.
The triage time performance for triage category 3 by peer group hospitals is displayed in Figure
10.  The series for Peer Group D hospitals is not long enough for a trend to be fitted however the
performance of this group has been above the 75% target over the 4 years of the series.  Peer
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Group A and Peer Group B both exhibited changes in trend towards mid-late 2005.  Peer groups
A, B and C all showed an improvement in performance between early 2006 and early 2007, with
principal referral hospitals showing the largest improvement in magnitude.  During the last 6
months of the series the trend appears to have levelled off for peer groups A, B and C, with
performance remaining below target for peer groups A and B and above target for peer group C.








































































































































Group A Original Group B Original Group C Original Group D Original
Group A Trend Group B Trend Group C Trend
Note: The total average performance target met for the series for Triage category 3 for Group A hospitals is 55.7%, for Group B
hospitals is 65.0%, for Group C hospitals is 78.4% and for Group D hospitals is 92.9%.
Performance of metropolitan and non-metropolitan AHSs has been grouped (see Figure 11).
There is a similar pattern of improved performance in the two groups from the second half of 2005
up until the end of 2006, after which both groups declined slightly and were performing at the
same rate of around 70% during mid-late 2007.  Since then performance for metropolitan AHSs
has decreased slightly and now remains steady at around 70% while performance for non-
metropolitan AHSs increased to around 72% at the end of the series (Figure 11).
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Figure 11 Triage category 3 - performance target met by metropolitan and non-








































































































































Metro Original Non-metro Original
Metro Trend Non-metro Trend
Note: The total average performance target met for the series for Triage category 3 for metro hospitals is 60.0% and for non-metro
hospitals is 72.1%.
At an AHS level Greater Western and Greater Southern AHSs have been performing the best and
generally remained above target almost throughout the entire series, however Greater Western
AHS decreased to around 70% in mid 2007 but has since increased and is now above target at
the end of the series.  All other AHSs are performing between 60% and 80% except Sydney South
West which has shown a sharp decrease in performance over the last 12 months and is now
performing much lower at just 56% at the end of the series (Figure 12).








































































































































Children's Hosp Syd South West South East/Ill
Sydney West North Syd/CC Hunter/New Eng
North Coast Greater Southern Greater Western
Note: The total average performance target met for the series for Triage category 3  for each AHS is as follows: Children’s hospital
51.6%; Sydney South West 57.1%; South East/Illawarra 59.8%; Sydney West 52.8%; North Sydney/Central Coast 59.9%; Hunter/New
England 67.3%; North Coast 64.6%; Greater Southern 79.8% and Greater Western 78.4%.
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At the age group level, there is very little variation in triage category 3 performance across all 3
age groups.
Triage category 4
70% of triage category 4 patients are recommended to be seen within 1 hour.  The pattern across
the time series is quite similar to that for triage category 3 patients with a period of improving
performance in the second half of 2002, then a period of relatively stable performance until about
mid-2005, after which there has been considerable improvement until late 2006, attaining and
surpassing the performance target in mid-2006.  There was a slight decline in 2007 which has
since turned around and performance remains above the target of 70% at the end of the series
(Figure 13).







































































































































NSW Original NSW Trend
Note: The total average performance target met for the series for Triage category 4 is 66.5%.
The triage time performance for triage category 4 by peer group hospitals is displayed in Figure
14.  The series for Peer Group D hospitals is not long enough for a trend to be fitted however the
performance of this group has been well above the 70% target over the 4 years of the series.
Peer Group A and Peer Group B both exhibited changes in trend towards mid 2002.  Peer groups
A and B are now performing at around the same level of just above 70%. Peer Group C has
remained above target throughout the entire series and is now around 82% at the end of the
series.
Metropolitan and non-metropolitan AHSs have been grouped and their triage category 4
performance is shown in Figure 15.  Both metropolitan and non-metropolitan hospitals are
performing above the 70% target at around 75%.  Non-metropolitan hospitals are remaining at this
level, which has been a steadying of the previous downward trend during 2006-07.  Hospitals from
the metropolitan AHSs had a positive trend between mid-late 2005 and early 2007 from which time
the trend has flattened out and remains around 75%.
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Group A Original Group B Original Group C Original Group D Original
Group A Trend Group B Trend Group C Trend
Note: The total average performance target met for the series for Triage category 4 for Group A hospitals is 59.1%, for Group B
hospitals is 67.8%, for Group C hospitals is 80.8% and for Group D hospitals is 96.3%.







































































































































Metro Original Non-metro Original
Metro Trend Non-metro Trend
Note: The total average performance target met for the series for Triage category 4 for metro hospitals is 64.2% and for non-metro
hospitals is 75.0%.
At an Area level, the Children’s Hospital Westmead has had poor triage category 4 performance,
with the performance level varying markedly, and remained below 50% from the start of the series
to mid 2006.  However, over the last 6 months of the series, this hospital’s trend in performance
has turned around and increased to a level above target for the first time and is now performing at
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78%.  North Coast AHS is under the 70% target, Sydney South West AHS is performing at the
70% target at the end of the series whilst all other AHSs are performing above target with Greater
Western AHS consistently performing the highest at around 85% (Figure 16).








































































































































Children's Hosp Syd South West South East/Ill
Sydney West North Syd/CC Hunter/New Eng
North Coast Greater Southern Greater Western
Note: The total average performance target met for the series for Triage category 4  for each AHS is as follows: Children’s hospital
48.2%; Sydney South West 64.2%; South East/Illawarra 64.4%; Sydney West 60.2%; North Sydney/Central Coast 64.8%; Hunter/New
England 67.9%; North Coast 67.2%; Greater Southern 78.7% and Greater Western 82.7%.
At the age group level, there is a small amount of variation in triage category 4 performance
across age groups.  All age groups have followed a similar trend over the entire series.  The triage
time performance is slightly worse for people aged 65+ than the 18-64 year age group, who are in
turn slightly worse off than those aged below 18.
Triage category 5
Triage category 5 is considered generally to be not problematic.  For this group, 70% of patients
are expected to be seen within two hours.  Across the state this benchmark has been exceeded
for the length of the series (Figure 17).
Third Annual Report on the NSW Clinical Services Redesign Program Page 17






































































































































NSW Original NSW Trend
Note: The total average performance target met for the series for Triage category 5 is 87.1%.
All AHSs have generally been performing above the benchmark level except the Children’s
Hospital at Westmead which slipped just below the 70% target in 2002 and in 2004 (Figure 18).
All AHSs are currently performing between 85% and 95% which is well above the target.








































































































































Children's Hosp Syd South West South East/Ill
Sydney West North Syd/CC Hunter/New Eng
North Coast Greater Southern Greater Western
Note: The total average performance target met for the series for Triage category 5  for each AHS is as follows: Children’s hospital
77.0%; Sydney South West 85.3%; South East/Illawarra 85.2%; Sydney West 87.8%; North Sydney/Central Coast 86.2%; Hunter/New
Eng 90.7%; North Coast 88.4%; Greater Southern 89.0% and Greater Western 93.8%.
Amongst triage Category 5 attendances, there is little variation in performance amongst age
groups.
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Ambulance off stretcher times
Off stretcher time (OST) is the time between ambulance arrival and transfer of care.  Data are
presented here for the period from January 2003 to June 2008.  However, these data are
hampered by limitations in comparability over time.  These limitations are:
§ There is a discontinuity at April 2004.  Ambulance priorities 1, 2 & 3 were included from April
2004.  Priority 1 only was reported prior to April 2004.  This change, and eight facilities
commencing data submission, increased monthly volume by around 6000 cases per month, or
26% of the case load.  Ambulance priorities are not identifiable in our data and thus the
discontinuity cannot be avoided.  This is regarded as the main discontinuity in the data and it is
marked in all graphs presented in this section. There appears to be a second discontinuity at
August 2003.  Prior to this time, there are no data for Shellharbour, Shoalhaven, Wollongong,
Albury and Wagga Wagga hospitals.
§ The coverage of this data item has improved considerably over time.  The percentage of cases
with missing data has decreased from 44% in April 2004 down to 1.8% in June 2008 (Figure
19).  Whilst this is clearly an improvement, it may affect comparability over time.  For this
report, it is assumed that the data are ‘missing at random’, and that there is no correlation
between the mechanism for missing data and off stretcher time.  Note that the missing data
series shown in Figure 19 is also affected by the discontinuities mentioned above, since
hospitals which are completely omitted from the data could not be included in this calculation.


























































































The off-stretcher time KPI is defined as the percentage of cases with OST under 30 minutes, with
the target for CSRP being to increase this to 95% or more by June 2008.  With the above caveats
in mind, this indicator improved by about 12 percentage points on the trend in the two years to July
2006.  Half of this improvement, however, has been reversed in the subsequent year to July 2007.
Over the last 6 months of the series the trend for this indicator increased by 2 percentage points,
from 75% in Jan 2008 to 77% at June 2008 (Figure 20).
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The same data are presented by AHS in Figure 21.  There was considerable variation between
areas.  Trend lines have not been fitted here due to very high proportions of missing values for
some areas in the early periods.  Substantial decreases occurred for most areas within Sydney in
the two years from August 2004.  The declines were greatest for Sydney West and Sydney South
West.  Declines are also observed for all other areas with the exception of the Children’s Hospital
at Westmead which has shown a steady performance of around the 95% target level.  All other
areas except this one are performing substantially below the target level at the end of the series,
with South east/Illawarra and Sydney South West performing the lowest, both at around 70%.  It is
important to note that the metropolitan areas have had the lowest proportions of missing data over
this period, thereby adding credibility to the findings.













































































































































Children's Hosp Syd South West
South East/Illawarra Sydney West North Syd/CC
Hunter/New Eng North Coast Greater Southern
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Length of stay - admitted patients
The total amount of time that an admitted patient spends in the ED is calculated from the time they
arrive to the time that they depart (i.e. are admitted to a ward, inpatient unit or operating suite).
Figure 22 shows the distribution of the total time spent in the ED for admitted patients, calculated
in 1-hour intervals, for both 2003-04 and 2007-08.  This was done to compare performance
between the year prior to the commencement of the ABIP and the most recent year.  The graph
shows that there has been a decrease in the number of patients spending more than 12 hours in
the ED, especially those spending more than 24 hours in the ED.  Almost 6% of admitted patients
were spending more than 24 hours in the ED back in 2003-04.  This figure has dropped to around
2% in 2007-08.  For all time intervals less than 8 hours the percentage admitted within that time
increases between 2003-04 and 2007-08.  For all time intervals after 12 hours the percentage
admitted in that time decreases between the two years.  This suggests that there has been a
systematic improvement in the time admitted patients spend in ED.












































































































































Length of stay - discharged patients
The total amount of time that a discharged patient spends in the ED is calculated from the time
they arrive to the time that they are discharged from the hospital.
Figure 23 shows the average total time (in hours) spent in the ED for discharged patients from July
2000 to June 2008, with a high amount of variability early in the series, up until around early 2002
after which the series has remained relatively flat until late 2006.  After this time, an increasing
trend emerged which has since levelled off again and the average time that discharged patients
spend in the ED is just under 3 hours at the end of the series.  The reduction in variability indicates
greater equity in the treatment of this group of patients.
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Deaths in the ED
Figure 24 shows the total number of deaths per 10,000 in the ED from July 2000 to June 2008 and
indicates a high amount of variability and a strong seasonal pattern, with pronounced winter
peaks.  Since around late 2004 the number of deaths per 10,000 has shown a decreasing trend
and since then the number of deaths per 10,000 has remained between around 8 and 14.  The
number of deaths has remained relatively constant, with the decrease in the rate due to the
increasing number of attendances.



















































































































ber per 10,000 attendances
Number who died in ED - Original Number who died in ED - Trend
Number per 10,000 Original Number per 10,000 Trend
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Did not waits
From 2000 to 2008 the percentage of people who did not wait has fluctuated around the 6% mark,
decreasing to around 5% from mid 2004 and remaining steady to the end of the series (Figure 25).

























































































































































Attendances Trend Did Not Wait (%) Trend
Note: The total average percentage of attendances that did not wait is 5.7%.
Emergency department demand
The number of ED attendances has shown a rapid increase from around 125,000 in mid 2004 to
around 165,000 at the end of the series (Figure 26), an increase of about 32% in 4 years.  The
main increases are in triage category 4 and triage category 5 attendances.  In NSW over the 8
year period the percentage of people admitted to wards has varied between around 21% and 24%,
with a very strong seasonal pattern (Figure 26).  There is no clear trend apparent in the series.




























































































































































Attendances Trend Admissions to Ward (%) Trend
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From early 2004 till early 2006, Hunter New England AHS has had a large increase in attendances
of the order of around 8000 during this 2-year period but performance has remained steady or
even slightly improved.  North Coast AHS has also seen an increase of a similar magnitude during
2004/05 that has since flattened.  The trend across all AHSs appears to have flattened out at the
end of the series with the exception of Sydney West AHS which has shown a sharp increase in the
number of attendances since mid 2007 after a sharp decline 6 months prior.  The number of
attendances at the Children’s Hospital Westmead, Greater Southern and Greater Western AHSs
has remained fairly constant across the entire series whilst all other AHSs have shown an increase
(Figure 27).































































































































Children's Hosp Syd South West South East/Illawarra
Sydney West North Syd/CC Hunter/New Eng
North Coast Greater Southern Greater Western
Note: The total average number of attendances for the series for each AHS is as follows: Children’s hospital 3,568; Sydney South West
22,088; South East/Illawarra 25,798; Sydney West 16,399; North Sydney/Central Coast 17,598; Hunter/New England 17,496; North
Coast 10,869; Greater Southern 7,666 and Greater Western 7,533.
Figure 28 depicts the admission rate for people attending emergency departments by area health
service.  This should be interpreted with reference to the previous graph showing attendance
levels.  South Eastern Sydney Illawarra AHS has had a long trend of increased admission rates,
dating back to mid 2002, up until mid 2006.  The admission rate has moved from 19% to around
25% during this period, and attendances stayed fairly flat whilst EAP continued to improve.
However, during 2006-07, the trend has changed, with the number of attendances increasing,
admission rates decreasing, and EAP flattening out.  During the last 12 months of the series,
during 2007-08, the number of attendances and the percentage of admissions has flattened out
whilst EAP has decreased.  Northern Sydney Central Coast has had a decrease in the admission
rate since mid 2006 occurring while an increase in attendances continued.  From around June
2007 to the end of the series, the trend in EAP has changed and is now increasing at a rate of
around 1% per month.
The average admission rate for the largest hospital in each of the metropolitan areas for the time
series is: Royal Prince Alfred Hospital 26.5%; Royal North Shore Hospital 33.4%; Westmead
Hospital 17.4%; Prince of Wales Hospital 30.0%; John Hunter Hospital 26.3%.  Investigation of
any reasons for the differences in these admission rates may be worth undertaking.
Further analysis (not presented here) shows that the percentage of attendances admitted has
remained relatively stable across the entire series for both metropolitan AHSs and non-
metropolitan AHSs and so the change in EAP (presented earlier) for both metropolitan and non-
metropolitan AHSs cannot be attributed to a significant increase or decrease in admissions.
Page 24                                                                Third Annual Report on the NSW Clinical Services Redesign Program


































































































































Children's Hosp Syd South West South East/Illawarra
Sydney West North Syd/CC Hunter/New Eng
North Coast Greater Southern Greater Western
Note: The average admission rate for the series for each AHS is as follows: Children’s hospital 17.7%; Sydney South West 25.8%;
South East/Illawarra 21.2%; Sydney West 24.2%; North Sydney/Central Coast 25.5%; Hunter/New Eng 19.7%; North Coast 22.4%;
Greater Southern 16.8% and Greater Western 18.8%.
2.1.2 Surgery
The elective surgery waiting list excludes medical patients, patients 'not ready for care' and
patients waiting for obstetrics and renal procedures.  Waiting times exclude time not ready for
care.  Long waits are defined as waits longer than 12 months.  The elective surgery waiting list
includes three categories of patients based on the time (as judged by the surgeon) within which
surgery should occur.  Category 1 patients are to be treated within 30 days while category 2 and 3
patients are to be treated within 90 days and 365 days respectively.  Patients can be considered
‘not ready for care’ for clinical reasons (staged) or a decision by the patient to defer admission for
personal reasons (deferred).
Since March 2006 there has generally been a decline in the number of people waiting in
categories 1 and 2 and the number classified as ‘not ready for care’.  However this has been
outweighed by an increase in the number of category 3 patients.  The net result is that the total
number of people on the waiting list (Figure 29) steadily increased from 66,084 in December 2006
to 71,375 in June 2008, an increase of 8%. This total includes patients who are not ready for care
whereas the analysis below does not.
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Category 1 Category 2 Category 3 Not ready for care Total
Long waits for elective surgery
Figure 30 shows the number of long wait patients at the end of each calendar month from January
2002 to June 2008.  The target for CSRP was to achieve zero for this performance indicator by
June 2008.  Overlaying that, the Health Department set AHSs the target of achieving zero long
waits by 30 June 2006.  Additional resources were devoted to achieving this, targeting low
complexity cases in 2004/2005 and more complex cases, such as orthopaedic joint replacements,
in 2005/2006.  This is reflected in the data with the major decline in the number of long waits
occurring in the first half of 2005.
These initiatives are highlighted on the graph.  After increasing for two years to January 2005, the
number of long waits decreased sharply from April to June 2005.  The $10m statewide elective
surgery plan for long waits was implemented in April 2005.  The decline continued to June 2006
when there were only 45 long wait cases remaining on the list.  Since then the number of long
waits has remained low.  At 30 June 2008 there were 62 cases.
Figure 31 shows the same data by AHS over a longer period of time. The decreases observed
statewide are also evident for each AHS.
Further analysis (not included here) indicates that the pattern of declining long waits for surgery
after March 2005 and subsequent low levels is broadly consistent across different hospital peer
groups (principal referral, major metropolitan and major non-metropolitan) and the three cohorts
used in the evaluation (John Hunter Hospital, hospitals involved in the ABIP and all other
hospitals).
Page 26                                                                Third Annual Report on the NSW Clinical Services Redesign Program














































































































































$10m statewide elective 




$69M extra money 
for surgery ('05-'06)
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Children's Hosp Syd South West South East/Illawarra Sydney West North Syd/CC
Hunter/New Eng North Coast Greater Southern Greater Western
Regardless of waiting time, the majority of patients who leave the surgery waiting list do so for
routine admission (for their operation).  Figure 32 shows removals from the waiting list by reason
for removal and demonstrates the significant increase in activity to reduce long waits in the second
quarter of 2005.  The number of emergency admissions averaged less than three per month.
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Routine admit Emergency admit Treated elsewhere Not treated Admission contracted
Note: ’Not treated’ includes ‘unable to contact’, ‘admission not required – patient’s advice’ and ‘admission not required – doctor’s
advice’. ‘Admission contracted’ includes ‘admission contracted to another public hospital’ and ‘admission contracted to private hospital’.
Overdue urgent elective surgery
Urgent long waits for surgery are defined as Category 1 patients waiting over 30 days.  Waiting
time is calculated as the number of days since the patient was classified as Category 1. The
majority of patients who leave the urgent surgery waiting list do so for routine admission.
























































































































A new waiting list policy was issued in March 2006 which appears to have had a substantial effect
on the assignment of urgency categories.  To illustrate this, Figure 33 shows the proportion of new
cases on the surgery waiting list classified as Category 1.  This approach does not capture
subsequent changes in urgency status but illustrates the possible effect of the policy, with the
percentage of new urgent cases falling substantially in the six months following February 2006.
On raw numbers, new urgent cases fell by 31% in the twelve months following February 2006.  As
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such, March 2006 should be treated as a potentially important discontinuity in the series, which
has been marked in each figure that follows.
The number of overdue urgent cases decreased by 73% in just two months to June 2006 and was
down to 33 cases in June 2008 (Figure 34).


































































































































There has been a marked reduction in the number of urgent cases that are overdue but there has
also been a general decline in the number waiting less than 30 days (Figure 35).






















































































































0-10 days 11-20 days 21-30 days overdue
Further analysis (not included here) indicates that the pattern of decline from March/April 2006
followed by sustained lower levels of overdue urgent cases is broadly consistent across hospital
peer groups (principal referral, major metropolitan and major non-metropolitan), area health
services and the three cohorts used in the evaluation (John Hunter Hospital, hospitals involved in
the ABIP and all other hospitals).  Not surprisingly, the hospitals with the largest number of
overdue cases (principal referral hospitals) improved the most.
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The average waiting time for routine urgent surgery admissions has decreased considerably from
24.6 days (trend) in February 2006 to 12.2 days (trend) in June 2008 (Figure 36).























































































































Between July 2001 and April 2006 the percentage of urgent surgery admissions that were
performed within 5 days declined from 31.2% in July 2001 to 23.8% in April 2006.  This has
increased to 32.1% as of June 2008 (Figure 37).  This is possibly an effect of a greater
concentration of more serious cases in the urgent category since the introduction of the waiting list
policy in March 2006.  The number of urgent surgery admissions performed within 5 days has
steadily fallen from 2191 in July 2001 to 1520 in June 2008 with a significant reduction each
January.































































































































Additional analysis (not included here) indicates that the percentage of patients leaving the urgent
surgery waiting list because they were admitted to emergency has declined significantly from 1.8%
(125 patients) in 2004/05 to 1.1% (53 patients) in 2007/08.
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The system for managing waiting lists
One of the risks of any system of setting performance targets is that it may result in system
distortions with, for example, a greater focus on reducing long waits resulting in less focus on other
types of elective surgery.  This does not seem to be occurring on a statewide basis.





















































































































less than 3 months 3-6 months 6-9 months 9-12 months over 12 months
As the number of long waits declined from early 2005 the number of patients on the waiting list for
between 9 and 12 months also decreased, at least until November 2006.  Since then there has
been some increase in the number of people who have waited 9-12 months for surgery, which
may make it more difficult to maintain the number of long waits at zero if that trend were to
continue (Figure 38).
The number of people on the waiting list in urgency category 2 has stepped down from a
maximum of 20,306 in January 2005 to 12,844 in June 2008 and further analysis (not included
here) has shown that over this period the percentage of patients in category 2 who had waited
longer than 90 days declined from 51% to 18%.
Figure 39 presents the average waiting time by urgency category for patients who were admitted
for routine surgery.  The overall average waiting time is also shown.  The average waiting time for
category 3 patients reached a maximum of 252.1 days in May 2005.  This value subsequently fell
to 146.1 days in December 2006 and then started to increase, reaching 171.5 days in June 2008.
Although this increase is not yet reflected in numbers waiting over 12 months, it may indicate that
keeping the number of patients waiting for surgery for more than 12 months at low levels may
become more difficult to sustain as time goes on.
The average waiting time within each urgency category (Figure 39) has declined since 2005/06
levels but in each category there was a peak in average waiting time at the end of 2007 followed
by a return to the downwards trend.  In June 2008 the average waiting times (in the seasonally
adjusted trend) were 12.2 days, 72.3 days and 163.1 days for categories 1, 2, and 3 respectively.
The average waiting time overall also saw a peak of 91.1 days in January 2008 followed by a
slight reduction.  In June 2008 category 1 admissions represented 28.6% of all routine admissions
while categories 2 and 3 represented 34.5% and 37.0% of the total respectively.
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Total Category 1 Category 2 Category 3
Further analysis (not shown here) indicates that the number of new cases per month on the
waiting list has remained steady since 2003 levels.  This figure was 12,914 in June 2008.
Increased demand is a possible consequence of improved elective surgery waiting times but at
this stage there is no evidence that this has eventuated.
2.1.3 Admissions to hospital
Relative Stay Index
The CSRP Business case identified efficiency improvements as one of its key priorities.  The KPI
for length of stay (LOS) was defined as a reduction in the Relative Stay Index3 (RSI) compared to
a baseline year of 5% over four years: 0% in year 1; 1% in year 2; 2% in year 3 and 2% in year 4.
These targets were described in the business case as conservative, due to ‘the changing
demographics of an ageing population and the medical and surgical advances made in care for
the elderly’ potentially leading to an increase in the relative number of older patients, which may
have a negative impact on the overall average length of stay.
The performance indicator is the RSI relative to the baseline year, which was set as 2003/04 in the
CSRP Business Case.  A RSI allows comparison of acute patient LOS after adjusting for the mix
of patients treated.  For NSW in the baseline year, this will equal 1.00 as the episodes going into
the numerator are the same as those in the denominator.  If the RSI for NSW for a given year is
less than 1 it means that on average patients of the same DRG, age and admission status are
staying for a shorter time than patients of the same DRG, age and admission status were in
2003/04.  If the RSI for an area in the baseline year is less than 1 it means that on average
patients of the same DRG, age and admission status in that area, are staying for a shorter time
than patients of the same DRG, age and admission status in NSW in that baseline year.
Prior to the commencement of CSRP a major fall in RSI of 4.5% occurred between April 2004 and
April 2005.  During this12 month period the NSW ABIP commenced (June 2004) and 763 new
beds were created.  Figure 40 calculates the RSI using 2003/04 as the baseline. The RSI actually
                                                
3 To calculate the RSI an inpatient episode level dataset is created using some exclusion criteria. This is the RSI baseline dataset.  The
episode length of stay of these records is trimmed and the records are grouped by DRG, age group and admission status.  The length
of stay for episodes in each of these groups over NSW over the given year is averaged, giving the expected length of stay for each
combination of DRG x age group x admission status.  Once the baseline year has been established and the expected LOS for each
episode has been calculated, the RSI is calculated.  For a particular area over a time period, the RSI is calculated using the average of
the trimmed actual LOS for the episodes in that area during that time period, and dividing by the average of the expected LOS for those
episodes based on NSW for the baseline year.
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increased slightly in the first year of CSRP from 0.961 to 0.964, decreased in the second year
down to 0.945 and then remained at this level during the third year.  This is a reduction in length of
stay of 1.66% over the three year period.
Figure 40 Relative Stay Index by financial year, overnight patients: NSW 2004/2005 to
2007/2008




































Figure 41 shows the monthly RSI for each AHS for overnight admitted acute patients relative to
the baseline financial year 2003/04.  The RSI is the trend line only, the raw data have not been
included in the graph.























































































Children's Hosp Syd South west South East/Illawarra
Syd West North Syd/CC Hunter/New Eng
North Coast Greater Southern Greater Western
There was a sharp decrease in the RSI of Sydney West AHS, from early 2004 to late 2006.
Greater Southern AHS trend series decreased from 0.927 to 0.824 between July 2003 and March
2008.  The general trend in each area is a decrease in RSI over the length of the series.  Sydney
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South West AHS and the Children’s Hospital Westmead have experienced a slight increase in RSI
in the more recent months, for Westmead this upward trend in RSI has been present since mid-
2007.
Occupancy rates
Figure 42 shows the relationship between bed availability and EAP from January 2006.  Each
peak in bed occupancy is accompanied by a decline in EAP.  While bed occupancy varies by
month and there is a seasonal (winter) factor, the concerning issue in terms of the future is the
small but gradual increase in bed occupancy over the series.
Figure 42 The relationship between bed occupancy and EAP
Readmission rates
One of the potential adverse outcomes of reducing lengths of stay in hospital is increasing the rate
at which patients get readmitted to hospital after they have been discharged.  This indicator is
somewhat problematic due to the nature of how it is recorded, requiring as it does a judgement
when the person is readmitted as to whether the readmission is an unplanned event that is linked
to the previous admission.  Figure 43 shows the readmission rate4 since July 2003.  .
The readmission rate started increasing in mid 2004 and increased rapidly in the first six months of
2005.  The readmission rate was steadily increasing since mid-2005 for around 2 years after which
time the trend appears to have flattened out.  In more recent months, the readmission rate has
begun to decrease and in March 2008 the seasonally adjusted trend value was 9.356, a decrease
of 0.169 from 1 year prior (March 2007).
Further analysis (not included here) shows that the readmission rate for children (under the age of
18) is far less than that of adults (18 years and older) although the two series have closely
followed the same trend throughout the series. However, the decrease in the overall readmission
                                                
4 Only episodes classified as emergency admissions are included.  These are defined as episodes that, at the time of diagnosis, were
classified as requiring treatment as an admitted patient within 24 hours.  Non-emergency admissions, admissions with urgency not
assigned (includes dialysis and chemotherapy), maternity, and regular same day planned admissions are excluded.  Readmissions are
episodes where the patient is readmitted to the same facility within 28 days. These readmissions may be for the same condition or for a
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rate in recent months is due to a decrease in readmissions for children. At March 2008, the
readmission rate for children was 6.95% whilst the rate for adults was 9.8%.





















































































Tracer conditions – cardiac and respiratory patients
In this section, we examine the total length of hospital stays for a specific population that has been
the subject of much attention in the CSRP.  These are the set of inpatients aged 75 and over,
whose primary diagnosis was cardiovascular (Diagnosis Related Groups (DRGs) F62A, F62B,
F72A and F72B) or respiratory (DRGs E65A and E65B) and who had been admitted to hospital
from the ED.5
We consider a time series of the average length of stay.  The length of stay is defined as the total
number of hours in the ED (arrival time to departure time) and as an inpatient (episode start time
to episode end time).  The corresponding time series for people aged 60-74 years provides a
useful comparison group for this analysis.  Change to the difference between the two series may
be attributable to CSRP if it assumed that CSRP reforms had no impact on the set of patients
aged 60-74 years.  However, this assumption may be questioned on at least two levels.  Firstly, it
is argued that the CSRP facilitates systemic (cultural) change that permeates throughout the entire
hospital system.  Thus the length of stay for 60-74 year olds may also have been reduced by the
CSRP.  Secondly, it is possible that an increased focus on the hospital stays of patients aged 75
and over may have diverted resources away from otherwise similar patients aged 60-74.  If so, the
length of stay of patients aged 60-74 may have been increased by the CSRP.  These limitations
need to be kept in mind when considering the appropriateness of the 60-74 year old comparison
                                                
5 For this analysis, we utilised a custom built database that was a merger of episode records from the ED and inpatient data collections.
The ED and HIE inpatient data were merged using records which match on the variables facility, medical record number and arrival
time.  A time window of 4 hours is used for the arrival time as the recorded arrival time in the Patient Administration System may differ
by several hours from the arrival time recorded for the same patient in the ED system.  Some facilities record the arrival time as the ED
arrival time, and others as the time of admission to the ward.  Episodes were only included if the ED and inpatient admission occurred
at the same facility.
This data set excludes any ED episodes where the patient was not subsequently admitted.  It also excludes any inpatient episodes who
were not admitted from the ED.  Some caution should be exercised in the interpretation of analyses formulated using databases
created by matching processes such as that described above.  The database is subject to all the standard data quality issues such as
missing data and invalid and inaccurate records, as well as additional quality issues associated with merging of data including both
incorrectly merged ED and inpatient episodes, and episodes that should have been merged not being identified as such based on the
matching criteria.
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group.  Note that projects focusing on the elderly only commenced implementation in the first half
of 2007.
Figure 44 presents the original and trend series for cardiovascular conditions.  Although the
increases and decreases in the trend for those aged 75+ generally occurred at the same time as
the increases and decreases for the 60-74 age group, there was still considerable fluctuation in the
difference between the two trends.  The difference increased quite suddenly to a peak of 46.4
hours in July 2005, which was approximately the time that CSRP commenced.  The difference was
41.4 hours in October 2007 and 32 .9 hours in March 2008.  There appears to be a fairly dramatic
reduction in length of stay for both groups in the final month of the series and data for this month
should be interpreted with caution.
Figure 44 Average length of stay (hours in ED and as inpatient) for cardiovascular











































































































Figure 45 presents the original and trend series for respiratory conditions.  There was considerable
fluctuation in both the trends and in the difference between the two trends.  The trend for those
aged 75+ reached a minimum of 165.0 hours in and peaked at 179.6 hours in September 2007.
For the 60-74 age group there was a minimum of 149.7 hours in May 2007 and a maximum of
161.4 hours in July 2003.  The difference between the two trends appeared to follow a cyclical
trend and reached a minimum of 9.1 hours in July 2006 and a maximum of 28.5 hours in June
2007.
Analysis by individual DRGs within the cardiovascular and respiratory groups (not included here)
indicates that in general there are no major differences between DRGs in the rate of change in the
trend for average length of stay however some DRGs do fluctuate more than others.
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Figure 45 Average length of stay (hours in ED and as inpatient) for respiratory conditions






































































































Changes in the time series for these two groups of patients may be due to changes in mix within
each group, according to DRG categorisation.  This is summarised in Table 2.
Table 2 Tracer condition, mix of DRGs within each group
Respiratory DRGs
(% of total for each DRG and
average cost)
Cardiovascular DRGs






























2001 48% 52% 16% 48% 10% 25%
2002 50% 50% 16% 45% 11% 27%
2003 48% 52% 17% 46% 9% 27%
2004 42% 58% 21% 46% 10% 23%
2005 40% 60% 23% 47% 9% 21%
2006 45% 55% 20% 53% 8% 19%
2007 43% 57% 23% 53% 7% 18%
For those patients aged 75+ with respiratory conditions there has been a slight decrease in the
percentage of patients with catastrophic or severe complications or co-morbid conditions.  These
patients accounted for 50% of respiratory patients in 2002 and 43% in 2007.  The overall
percentage of cardiovascular DRGs with complications has varied but has not shown a strong
trend.  For the cardiovascular DRGs, the percentage of patients admitted due to heart failure
increased between 2002 and 2007 from 62% to 75%.
2.1.4 State comparison of performance indicators
The aim of this analysis is to compare the performance observed in NSW in recent years to that of
the four other most populous states in Australia.  The rationale is that any trends seen in NSW that
are generally not observed in the other states since the implementation of CSRP may be (partly)
an effect of the Program.  These data form part of our analysis of counterfactuals reported
elsewhere in this report (see Section 5.3).
Third Annual Report on the NSW Clinical Services Redesign Program Page 37
Comparability of NSW to the other states
NSW is the most populous state with 6.9 people, followed by Victoria with 5.2 million and
Queensland with 4.2 million.  Public hospital beds constitute 74.3% of the total number of beds in
NSW which is substantially higher percentage than in the other four states.  However, separations
from public hospitals as a percentage of all separations are similar across NSW, Victoria, WA and
SA (61%-64%) with a lower proportion (51%) in Queensland.  Staffing ratios (full time equivalent
staff per bed) are similar in NSW, Queensland, WA and SA (3.8-4.1) but higher in Victoria (4.9.
staff per bed).  A higher percentage of public beds in WA and SA are in small hospitals (less than
50 beds) than in the other states.
Emergency attendances, admissions for elective surgery and total inpatients are higher in NSW
than the other states (Table 3).  In each category, Victoria is the most comparable state to NSW.
NSW has a lower percentage of same day admissions than the other states.  There is a large
amount of variation between states in the number of patient days per bed for public hospitals in the
year 2006/07.  Victoria had 355.4 patient days per bed while in NSW there was 301.9 patient days
recorded per bed.
Table 3 Measures of activity by state (2006/07)
ED Surgery Inpatient
State  




Separations Patient days Patient
days per
bed
NSW 2,303,877 201,630 44 1,462,129 6,015,425 301.9
Vic 1,468,474 131,669 56 1,314,242 4,419,117 355.4
QLD 1,382,259 107,893 49 784,630 2,872,078 277.4
WA 726,741 48,986 52 450,896 1,610,062 289.7
SA 515,928 37,194 49 390,647 1,598,163 326.5
Data source: Australian hospital statistics 2006/07, AIHW.
1 The ED attendances data presented in this section is different in scope to that presented in other sections. The value
presented here includes accident and emergency, non-admitted patient occasions of service in public acute hospitals. This
definition was used in this section only due to availability of relatively consistent time series data for the other states.
2 Source: The state of our public hospitals June 2008 report, DoHA.
Emergency department performance
The number of ED attendances6 in NSW was close to 2 million per year from 2001/02 to 2004/05.
In the two subsequent years (Figure 46) NSW attendances have increased significantly, by 6.5%
and 7.8% respectively to a final level of 2.30 million in 2006/07.  Attendances in Victoria and
Queensland have increased more steadily across the 5 year period.  In Victoria a similar
percentage increase to NSW was observed between the years 2004/05 and 2005/06 (6.9%)
followed by a smaller increase (4.2%) for the final year of the series.
Figure 47 presents the same data for ED attendances as an index relative to the first year in the
series.  Each state displayed some increased growth in ED attendances in the final two years of
the series with this rate of increase being most pronounced in NSW and WA in the last two years
of the series.  Over the five years from 2001/02 to 2006/07 NSW has seen a 15% increase while
Victoria and Queensland have increased by 21% and 13% respectively.  WA and SA have seen
ED attendances rise by 30% and 10% over the same period.
                                                
6 The data presented for number of ED attendances has come from the AIHW's Australian hospital statistics reports from 2001/02 to
2006/07 and was originally sourced from the National Public Hospital Establishments Database NPHED.  The ED attendances data
presented in this section is different in scope to that presented in other sections.  The value presented here includes accident and
emergency, non-admitted patient occasions of service in public acute hospitals.  This definition was used in this section only due to
availability of relatively consistent time series data for the other states
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NSW Vic QLD WA SA
Note: For the year 2001/02, patients who did not wait are included for Victoria and Queensland but not the other states.
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.















































NSW Vic QLD WA SA
Note: For the year 2001/02 waiting times data was originally sourced from the ED waiting times data collection. For this
year NSW and SA used the time of triage as the starting point for timing while the other states used the national
standard (time of presentation).
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
Figure 48 presents the total percentage of emergency cases across all triage categories seen
within the recommended time.  The proportion of patients seen within the recommended time in
NSW has improved consistently during the period from 2001/02 to 2006/07.  In the last year of the
series in particular, NSW figures rose by 7 percentage points to 76%.  The proportion of patients
seen on time in Victoria has approximately equalised with NSW in 2006/07 after a maximum of
80% in 2003/04.  WA and SA have fluctuated more than NSW while Queensland has remained
steady throughout the series at 60%.
While NSW has not always performed better than the other states in seeing ED patients on time, it
has seen a more consistent improvement than the other states in recent years.  This trend which is
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observed in the accumulation of all emergency cases is reflected in the data for each of the triage
categories 2, 3 and 4 below.














































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
The percentage of triage 2 patients seen within the recommended time (within 10 minutes) in NSW
fell slightly between the years 2001/02 and 2004/05 from 78% to 75% but has increased to 87% as
of 2006/07 (Figure 49).  Meanwhile Victoria has seen a decrease since 2003/04 from a level of
88% to 82%.  Queensland saw a downwards trend from 76% in 2003/04 to 66% in 2005/06
followed by a 1% increase to 67% in the last year of the series.


















































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
The percentage of triage 3 patients seen within the recommended time (30 minutes) in NSW has
increased consistently since 2001/02 with a large increase from 61% to 71% observed between
2005/06 and 2006/07 (Figure 50).  Again, Victoria started from a higher performance level but has
seen a decrease from 83% in 2003/04 to 73% in 2006/07.  Queensland has improved slightly from
54% 2004/05 to 57% in 2006/07.
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NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
The proportion of triage 4 patients seen within the recommended time (60 minutes) in NSW has
improved consistently in all years except for 2005/06 when the percentage did not change from the
previous year (Figure 51).  A considerable increase from 66% to 74% was observed between
2005/06 and 2006/07.  As for the other triage categories, Victoria has seen a decline since a
2003/04 maximum of 75% to a level of 67% in 2006/07.  Queensland has improved steadily from
55% in 2002/03 to 60% in 2006/07.


















































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
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Elective surgery performance
The data presented here for elective surgery should be interpreted with caution (see footnote7).
After falling slightly between 2000/01 and 2003/04 NSW admissions for elective surgery (Figure
52) increased by 8% in 2004/05 to 197 600.  Since this time NSW has seen only minor increases.
Admissions for NSW, Queensland and SA have remained relatively constant throughout the series
with figures lying within 6% of 2000/01 levels.  The proportional changes for each state are
apparent in Figure 53 where admissions are presented as an index relative to the first year of the
series.
In contrast to NSW, admissions for Victoria and WA have seen marked increases.  In Victoria,
numbers increased steadily to a maximum of 134,524 in 2005/06 before dropping slightly in the
last year of the series.  In WA attendances reached a maximum of 49,295 in 2004/05 then levelled
off in the final two years of the series.  Hence, for the period 2000/01 to 2006/07, Victorian and WA
health systems have needed to accommodate a much larger percentage change in elective
surgery demand and in the case of Victoria, a larger increase in overall demand as well.
In general, NSW has seen greater improvement since 2004/05 in the timely treatment of elective
surgery patients than other states.  Despite having the highest proportion of patients seen within
the recommended time as of 2006/07, NSW still has a relatively long waiting time for elective
surgery at the 50th and 90th percentiles.

























































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2000/01 to 2006/07, AIHW.
                                                
7 Elective surgery data is derived from the National Elective Surgery Waiting Times Data Collection which is based on the National
health data dictionary.  The waiting times data is for elective patients admitted for surgery from waiting lists.  The waiting time is defined
as the time waited in the most recent urgency category plus any time waited in more urgent categories.  Prior to 2004/05 SA counted
time waited in all categories (AIHW, 2008 and 2002) and for the year 2000/01 Victoria used the time spent in the most recent urgency
category only (AIHW, 2002).  The estimated coverage as given in the Australian hospital statistics reports is different between states
and has changed over the years for some states.  The estimated coverage is defined as the number of elective surgery records in the
National Elective Surgery Waiting Times Data Collection as a proportion of elective surgery records appearing in the National Hospital
Morbidity Database.  Estimated Coverage for NSW has been 100% across all years in the series.  Prior to 2003/04 in Victoria, coverage
was approximately 70% however from this year onwards a level of 79% was observed.  Queensland has been approximately constant
at 96%.  For SA, coverage has only fluctuated slightly around 63% and in WA coverage has fluctuated between 77% (2002/03) and
67% (2006/07).  The National Elective Surgery Waiting Times Data Collection covers public acute hospitals only.  However, some
public patients treated under contract in private hospitals are included (AIHW, 2008).  Most public hospitals that undertake elective
surgery are covered in this data. (AIHW, 2002 to 2008).
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NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2000/01 to 2006/07, AIHW.
Elective surgery patients are categorised into three groups depending on the urgency of their
case.  Category 1 patients are those patients recommended to be operated on within 30 days.
Category 2 patients are those patients recommended to be operated on within 90 and category 3
patients are those patients recommended to be operated on within one year.  Figure 54 displays
the percentage of all patients operated on within the recommended time which in NSW decreased
between 2002/03 and 2004/05 to a minimum of 77%.  Since that year NSW figures have improved
substantially to a final level of 86% in 2006/07.  While the other states have consistently performed
better than NSW until the final year of the series, they have all generally seen a downward trend in
the percentage of elective surgery performed on time.  In 2006/07 Victoria's performance was
approximately equal to NSW at 85.5% and Queensland was only marginally lower at 84.8%.










































NSW Vic QLD WA SA
Data source: State of our Public Hospitals Reports 2004 to 2008, DOHA.
The median waiting time for elective surgery across all urgency categories (Figure 55) in NSW
increased between 2001/02 and 2005/06.  In the final year of the series, the median improved by
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just one day to a final level of 35 days.  Since 2002/03, the median waiting time in Victoria has
varied but has remained shorter than that for NSW.  WA and Queensland have performed
consistently better than NSW while SA has displayed the longest median waiting time.












































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
The number of days waited across all urgency categories for elective surgery patients at the 90th
percentile in NSW has varied greatly across 2001/02 to 2006/07 (Figure 56).  For the years
2000/01 to 2003/04 the NSW 90th percentile was steady at 225 days.  In 2004/05 this jumped by
72 days to a maximum 294 days before falling to 260 days in the final year of the series.  The
number of days within which 90% of patients have been admitted from waiting lists in Victoria has
been consistently less than that seen in NSW and has fluctuated between a minimum of 175
(2003/04) and a maximum 224 (2005/06).  WA and SA have followed a similar trend to Victoria
while Queensland has performed consistently better than the other states despite an increase to
142 days as of 2006/07.
























































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2000/01 to 2006/07, AIHW.
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The proportion of patients waiting longer than a year for elective surgery has improved
dramatically in NSW in recent years with this figure dropping from a 2004/05 maximum of 6.9% to
1.9% as of 2006/07 (Figure 57).  This improvement has placed NSW as the best performing state
for final year of the series while it was the worst in all the other years from 2001/02 to 2005/06.
Figures for Victoria have fluctuated about the 4% mark and fell to 3.3% in 2006/07.




















































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2000/01 to 2006/07, AIHW.
Inpatient performance
The total number of overnight separations 8 from public acute hospitals has increased for each
state over the reported period (Figure 58).  In NSW this figure increased by 12.3 % from 724,865
in 2001/02 to 814,045 in 2006/07 and in Victoria by 13.0% over the same period.
Figure 59 displays total public hospital separations (including same day separations) as a
proportion of the states’ population.  Separations per 1000 population in NSW have increased
between 2001/02 and 2006/07 from 188 to 206 with a particularly large increase between 2004/05
and 2005/06 from 193 to 201.  Victoria has had a much higher number of separations per 1000
population across the entire series and has seen a slightly greater increase in this measure.  WA
is the most closely comparable state to NSW with 218 separations per 1000 population as of
2006/07.
Between 2001/02 to 2006/07 same day separations constituted a significantly lower percentage of
the total separations in NSW than in the other states.  There was a higher percentage than the
average in Victoria.  Between 2001/02 and 2006/07 in NSW the percentage of separations from
public acute hospitals which were same day separations increased from 42.1% to 43.9%.  Over
the same period in Victoria this figure increased from 53.2% to 56.1%.
                                                
8 The inpatient data presented here is from Australian hospital statistics reports from 2001/02 to 2006/07 and was originally sourced
from the National Hospital Morbidity Database.  Data is based on definitions in the AIHW National health data Dictionary. Separations
for which the care type was reported as 'newborn with no qualified days', as well as records for 'hospital boarders' and 'posthumous
organ procurement' are not included.  There is some variation in scope and reporting practices (AIHW, 2008).  There are differences
between the states and years in how hospitals that predominantly provide public hospital services and that are privately owned and/or
operated are reported.  Most of these are reported as public hospitals (AIHW, 2008).  The classification of some hospitals as public or
private has changed over the reported period (AIHW, 2008).  In addition there have been some changes in coverage (AIHW, 2001/02 to
2006/07)
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NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.

















































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
The average length of stay (ALOS) in NSW public acute hospitals excluding same day separations
has fallen each year since 2002/03 with patients staying for 6.2 days on average in 2006/07
(Figure 60).  In Victoria, the ALOS has fallen from 6.8 days in 2002/03 to 6.3 days as of 2006/07.
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NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
The RSI9 for NSW has fluctuated over the period since 2001/02 (Figure 61) between 1.01 and
1.05 and has risen to a value of 1.04 in 2006/07.  Victoria has consistently performed better than
NSW with the RSI decreasing or staying constant in all years of the series.  The RSI for Victoria in
2006/07 was 0.91.  RSI values for NSW have been greater than 1 indicating that the LOS is
generally longer than the expected figures.  The RSI for Victoria has been less than 1 indicating
that the LOS is generally shorter than the expected figure.  Despite not displaying a common
trend, the other states have generally performed better than NSW in this measure.
For the years 2004/05 to 2006/07 RSI is calculated using AR-DRG version 5.1 whereas version
4.2 was used in earlier years (AIHW, 2003 to 2008).  Hence comparison between years should be
treated with caution.  In particular, it is expected that ratios will tend to be further from 1 where
version 5.1 has been used.
                                                
9 The Relative Stay Index (RSI) is calculated as the observed ALOS for acute separations in selected AR-DRGs, divided by the
expected LOS given casemix (age and AR-DRG).  The expected LOS is based on national figures in this section.  Excluded from the
RSI calculation are AR-DRGs for rehabilitation, AR-DRGs that are predominantly same day, error AR-DRGs, AR-DRGs with a length of
stay component in the definition.  Patients who die or are transferred within two days and patients with a length of stay greater than 120
days are also excluded (AIHW 2008).
The data presented here are the directly standardised RSI except in the case of 2004/05 where only the indirectly standardised RSI
was available.  The directly standardised measure is comparable between states because it is rescaled to account for differences in
casemix.  Direct standardisation methods are suitable where all or most AR-DRGs are represented in the group and are generally used
where the populations and their characteristics are stable and reasonably similar, for example for total separations for NSW and
Victoria (AIHW, 2008).  For the indirectly standardised version, comparison between states is not strictly possible because each state
has a different casemix which has been compared to the national average of 1.  Indirect standardisation is generally used when the
ALOS for each AR-DRG for the population of interest is unknown or subject to fluctuation because of small population sizes (AIHW
2008).
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NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
Note that for the year 2004/05 the indirectly standardised RSI is displayed while the directly standardised version is used for the other
years.  The data for RSI in this section is a comparison to the national standard
Figure 62 presents the number of separations where the recorded mode of separation was
‘discharged at their own risk or left against medical advice’ as a percentage of the total number of
overnight separations from public acute hospitals.  In NSW this increased from 1.68% in 2003/04
to 1.82% in 2006/07.  In Victoria this figure has been consistently lower with 0.80% of patients in
this category in 2006/07.































































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
Note that the number of separations where the recorded mode of separation was ‘discharged at their own risk or left against medical
advice’ may include patients who were not overnight and patients not in acute hospitals.
Figure 63 presents the number of separations where the recorded mode of separation was death
as a percentage of the total number of overnight separations from public acute hospitals.  In NSW
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this figure fell from 3.12% in 2003/04 to 2.86% in 2006/07.  In Victoria this figure has been
consistently lower with 2.61% of patients in this category in 2006/07.





































NSW Vic QLD WA SA
Data source: Australian hospital statistics reports 2001/02 to 2006/07, AIHW.
Note that the number of separations where the recorded mode of separation was death may include patients who were not overnight
and patients not in acute hospitals.
2.1.5 Project-level KPIs
Each CSRP project has a number of KPIs that form part of the monthly performance reporting to
the Health Department.  Some of these KPIs are the same as the program KPIs but others are
project-specific.  In 2007/2008 the number of project-level KPIs for each AHS varied from 9 (for
Greater Southern and Greater Western) to 32 (for South Eastern Sydney Illawarra), the difference
largely explained by the number of projects in each AHS.
The percentage of project-level KPIs for which the target was met or exceeded increased slightly
across the state from 34% in 2006/2007 to 39% in 2007/2008 (Table 4).  Caution needs to be
taken in interpreting these results because of the simple distinction between meeting and not
meeting the target for each KPI i.e. not achieving or exceeding the target by a large margin counts
the same as missing it by a small margin.  Some area health services showed improvement from
one year to the next but most did not.  The improvements in Greater Southern and Greater
Western are based on a very small number of KPIs.
Another way of examining the project-level KPI data is to compare performance at one point in
time with performance at an earlier time point.  Less than half of the project-level KPIs had
improved on the initial or benchmark data by June 2007 and in June 2008 half the KPIs had
improved and half had not, compared to June 2007 (Table 4).  It should be noted that the
benchmark / initial data is unique to each project with some projects starting with a low baseline
level of performance, and hence a greater opportunity to improve than other projects that start with
a relatively high level of performance.  Whether comparing against target or looking at
performance over time the data in Table 4 indicates plenty of room to improve project-level
performance.
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Table 4 Project-level KPIs
2006/2007 2007/2008
Area Health Service % of KPIs that met
target
% of KPIs improved,
June 2007 compared
to baseline
% of KPIs that met
target
% of KPIs improved,
June 2008 compared
with June 2007
GS 43 57 64 56
GW 44 22 75 56
HNE 33 55 33 32
NC 26 38 27 29
NSCC 26 27 36 69
SESI 37 60 31 58
SSW 29 61 28 44
SW 38 21 51 56
NSW 34 46 39 50
2.1.6 Financial performance
The rationale underpinning the CSRP Business Case was that reductions in length of stay
resulting from the program would create greater capacity within the health system that, rather than
being realised as cash savings, would be used to treat additional patients (thereby clearing
patients from elective surgery waiting lists), reduce occupancy rates in facilities (thereby reducing
access block), and provide additional capacity to partly meet the rising demand for health services
in NSW, especially from older people.  The aim was to meet activity targets and at the same time
balance the budget.
In 2007 and 2008, despite repeated requests, we have not been able to obtain financial
performance data about each of the area health services from the Health Department.  .
In our interviews in 2007 senior managers typically described a situation of trying to meet both
access KPIs and budget as one of putting additional pressure on their financial position.  All of the
hospital general managers we interviewed that year advised that their budgetary position was
unfavourable.  It has been reported that the NSW public health system was about $300 million
over budget in 2007/2008.  It may be that if the CSRP had not taken place this financial position
would have been worse but the fact remains that it has not proved possible, for whatever reasons,
to meet both performance and budgetary targets.
2.2 Quality
2.2.1 Patient experiences
Focusing on the patient journey and patient experiences is a fundamental component of the CSRP
methodology.  A patient journey refers to the process or progressive steps taken by a patient as
they receive health care whereas patient experience describes how the patient perceived the
journey.
In 2007 the patient and carer experience methodology was trialed in 11 CSRP projects in seven
AHSs and in our second report we referred to a draft progress report on this work (NSW Health
2007).  At that time we were unable to make any comment about the impact the trial may have
had, due to both the trial and the report on the trial being incomplete, other than to note the
positive reaction of staff.  The draft progress report was never completed so, as far as we are
aware, there are no findings to analyse and discuss.
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CSRP projects have used the patient and carer experience methodology in the initial diagnostic
phase.  In Section 3.8.1 we report on use of the methodology in the aged care projects.
Interviewing patients has become routine practice in health services (now undertaken as a
requirement of each AHS chief executive’s performance agreement) and there is the potential for
using the data from those interviews to identify changes in patient experiences.
From the perspective of the CSRP we have struggled to find clear links between what patients
have said during these interviews and what projects have done.  Throughout the evaluation the
typical response from those we have interviewed has been that they find patient interviews
beneficial by giving insights into patients’ experience of the health system but that this has not
impacted on projects in any demonstrable way e.g. by using patient experiences to design
solutions.
Two ED co-design projects are in progress (one at Manning Base and John Hunter hospitals, the
other at Bankstown Hospital) that are taking the work on patient experiences to a more
sophisticated level, using the Experience Based Design methodology piloted in the United
Kingdom (Bate and Robert 2007).  This methodology involves sharing experiences of patients,
carers and staff while facilitating an active and collaborative involvement in designing solutions.
Both projects have produced reports for stage one (diagnostic) and stage two (solution design)
and are currently in the implementation stage.  An independent evaluation is scheduled to be
completed by December 2008.
Overall, there is no firm evidence to indicate that use of the patient and carer experience
methodology has led to any improvements.  Individuals have reported that the methodology is
enlightening but no systemic impact is apparent.  Considerable work has been done, including
training staff in the methodology and collecting a large library of patient stories.  The evaluation of
the co-design projects has the potential to identify the benefits of using patient experiences to take
the next step – using patient experiences to influence service design.
2.2.2 Patient journey study
Value Enhancement Management (VEM) was commissioned by the Health Department to
undertake a ‘patient journey study’ to inform the ongoing design of the CSRP.  This has resulted in
the production of three reports in line with each year of the CSRP.  The third and final report
compares the findings of 2007 and 2008 and (where possible) the 2006 results (VEM 2008).
Appendix 1 contains further details about the report.
Nine sites were included in the study, each including patients from a particular clinical area –
patients requiring 23-hour admission for a surgical procedure (3 sites), triage category 3 patients
admitted via ED (3 sites), patients with Acute Coronary Syndrome (ACS) requiring transfer (2
sites) and patients older than 75 years of age with two co-morbidities admitted via ED.  Patient
experiences were obtained from these same nine projects each year, for three years.  The third
report is based on 80 interviews conducted between April and May 2008.
Based on their findings VEM conclude that ‘the patient journey is greatly improved and patient
perceptions of their entire hospital experience from pre-admission to back into the community has
improved across the six phases of the patient journey and the 40 factors tested over the course of
the three years of CSRP and its evaluation’ (p 12).  This is a very broad claim and there is a need
for caution in interpreting the results of the VEM work.  In particular, it is difficult to establish
plausible links between the results and the CSRP.  One of the ED sites (Fairfield) did not have a
CSRP project until one was undertaken in 2008 by a student in the clinical redesign school.  The
number of sites is small, patient selection is very specific (with the exception of 23 hour surgery
admissions) and many of the issues identified by VEM do not have close connections with the
CSRP.  For example, issues of concern raised by patients and their carers include the cost of
parking, meals and TVs; the number of visitors, length of visit and noise created by visitors; poor
experiences with cannulation; difficulty in managing food packaging and inadequate cleaning
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standards.  These are clearly important concerns that need to be addressed but, as far as we are
aware, none of the CSRP projects focused on any of these issues.
The report does contain some data on unintended quality and safety issues (some of which may
be linked to a focus on KPIs and setting targets).  These include patients arriving by ambulance
being given priority over patients arriving by other means, patients waiting too long to be triaged on
arrival at ED, delays associated with public holidays and perceived understaffing, inappropriate
use of emergency medical units, inability to understand overseas trained medical staff and ageist
attitudes towards older patients.
Interviews such as those conducted by VEM appear to be a useful method to obtain specific
details about patient experiences and can compliment surveys of patient satisfaction.  We
understand that, when VEM returned each year to each hospital to undertake the next round of
interviews, they provided feedback on the results from the previous year.  This is potentially a very
useful approach and may have been used to improve services at a local level.
2.2.3 Patient satisfaction
Since our second report, NSW Health has introduced the NSW Health Patient Survey.  This
survey has been developed to gather information from patients and carers across NSW about their
experiences with health care services.  Results of the 2007 survey have been reported at a state-
wide, area health and facility /hospital level and across eight patient categories.  The results of the
2008 survey have yet to be released.
This first survey (2007) is a benchmark report for subsequent survey results and findings (data
from NRC North America is included for comparison).  This will allow for identification of annual
trends to inform ongoing improvement activities at a state, AHS and individual facility level.  It is
likely that the survey results will be most beneficial at the local level.  The Health Department will
be monitoring AHS involvement in the process and any improvements made.
With an almost 38% response rate, it appears that patients are willing to be part of this new quality
improvement process.  The overall results and those for emergency patients and day only
inpatients highlight key opportunities for quality improvement.  A summary of the key findings from
the NSW Health Patient Survey 2007 is found in Appendix 2.
2.2.4 Complaints
In our evaluation plan we said that one source of data with the potential to identify improvements
in quality at a system level was the number of patient complaints.  We have therefore analysed
patient complaints by severity, category and two clinical areas to identify whether any trends are
apparent that may have plausible links with the CSRP.  As it turned out no such links emerged
from the data.
Since 1 May 2005 the NSW Health Incident Information Management System (IIMS) has been
used for the reporting of complaints and incidents across NSW.  Complaints are rated on a scale
of 1 to 4 based on a combination of severity and likelihood of recurrence.  SAC 1 complaints are
those that pose an extreme risk, SAC 2 complaints a high risk, SAC 3 complaints a medium risk
and SAC 4 complaints a low risk.  SAC refers to Severity Assessment Code.  Given that it is a new
system an increase in complaints may be due to an increase in the rate of reporting, which is a
significant confounding factor.
Total complaints by severity and category
Between May 2005 and December 2007 the number of SAC 1 complaints was very small, ranging
from 1-8 per month for the whole of the NSW health system and there is no discernible pattern.
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SAC 2 are more frequent, ranging from 6-26 per month across NSW, again with no discernible
pattern.10
There was generally an upward trend in the number of SAC 3 and SAC 4 complaints from May
2005 to December 2007, with a greater percentage increase in SAC 4 complaints than the
percentage increase in the number of inpatients.  The number of SAC 3 and SAC 4 complaints
tends to rise and fall with the number of inpatients on a monthly basis (Figure 64).











































































































































SAC 3 SAC 4 Total inpatients (100s)
Complaints are assigned to one or more issue categories depending on the nature of the
complaint:
§ Access - availability of services e.g. location, waiting lists.
§ Communication - appropriateness, completeness and reliability of information, the way
information is communicated or special communication needs.
§ Corporate services - support services e.g. hotel and administrative services (excluding billing
practices), and standard of facilities including hygiene and safety.
§ Cost - fees, discrepancies between advertised and actual costs, charges and rebates, and
information about costs and fees.
§ Grievances - action taken by a provider in response to a complaint.
§ Professional conduct - unethical and illegal practices as well as issues of competence,
excluding ‘negligent treatment’ and ‘referral’.
§ Privacy/discrimination - breaches of consumer rights or acts of discrimination in relation to
service provision, or breaches of privacy or confidentiality.
§ Treatment - diagnosis, testing, medication and other therapies provided.
§ Consent - consumer’s right to be involved in decision-making and be given sufficient
information on which to base their consent to treatment or service.
A high proportion of complaints pertain to three of the nine issue categories - access,
communication and treatment – representing 78% of total complaints or more than 150 complaints
                                                
10 Excludes the Children's Hospital at Westmead.  Data from January 2008 to June 2008 will be released in November 2008.
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per month for each category (Figure 65).  There is a marked drop in the number of complaints in
December of each year.












































































































































Access Communication Corporate services
Cost Grievances Professional conduct
Privacy discrimination Treatment Consent
Emergency department complaints
Figure 66 presents the number of emergency department complaints.  The numbers of SAC 1 and
SAC 2 complaints are very small.  SAC 3 and SAC 4 complaints tended to increase over time,
peaking in October 2007 before falling in November and December 2007.






















































































































































SAC1 SAC 2 SAC 3 SAC 4
General surgery complaints
There are very few SAC 1 and SAC 2 complaints for general surgery.  SAC 3 complaints have
fluctuated around 15 per month and there has been a slight decrease in SAC 4 complaints since
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early 2007 (Figure 67).  Over this same period the number of admissions per month for routine
surgery has remained quite steady.
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2.3 Safety
2.3.1 Incidents
We flagged in our evaluation plan that improvements in patient safety were more likely to be
identified at the project level, rather than at the level of area health services, groups of projects or
groups of hospitals.  However, we did say that we would review the Incident Information
Management System to identify incidents with potential links to patient journeys, anticipating that
this data would be difficult to interpret, particularly as a change in the number of incidents may
simply reflect a change in the incidence of reporting.  We found that there is no evidence of any
consistent improvement in quality and safety as measured by the number of recorded incidents.
An incident is defined as any unplanned event resulting in, or with the potential for, injury, damage
or other loss.  Incidents are prioritised by Severity Assessment Code and classified by principal
incident type (PIT) and where more than one incident type is associated with an incident the PIT is
assigned to the incident type which caused most harm to the patient (CEC, 2006).
Total incidents by severity and category
Figure 68 presents the total number of clinical incidents by SAC category from May 2005 to June
2008.  The numbers of SAC 1 and SAC 2 incidents are too small to discern any trends but there
are upward trends in both SAC 3 incidents (2,543 in January 2006 to a maximum of 4,381 in May
2008) and SAC 4 incidents (from 2,991 in January 2006 to a maximum of 5,370 in April 2008).
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SAC 1 SAC 2 SAC 3 SAC 4 Unassigned
From May 2005 to June 2008 there were 323,079 clinical incidents recorded, with the most
frequent being falls (23.7%), medication / IV fluid (19.4%), clinical management (13.3%), incidents
related to aggressors (8.8%), human behaviour (7.4%), documentation (6.2%), pressure ulcers
(5.3%), OHS (4.5 %), medical devices equipment and property (2.8%) and organisation
management (2.5%).
Further analysis (not shown here) indicates that the upwards trend in the number of SAC 3 and
SAC 4 incidents is seen across many of the incident types.  However, there are some incident
types which displayed relatively high growth, including SAC 3 and SAC 4 blood product related
incidents, SAC 3 incidents related to pressure ulcers (since February 2007) and considerable
growth in the number of SAC 4 incidents related to pressure ulcers, organisation management and
service, documentation and clinical management.
Emergency department incidents
The numbers of the most severe incidents occurring in EDs are very small, averaging about five
per month for SAC 1 and about 20 per month for SAC 2 for the whole of NSW, and cannot usefully
be used to make any judgements about the impact of the CSRP.  SAC 3 and SAC 4 incidents are
more numerous, both reaching a peak in July 2007.  Since then there have been quite large
month-to-month variations with no discernible trends (Figure 69).  The most frequently recorded
incident types (from May 2005 to June 2008) were clinical management (30.5% of total incidents in
EDs), medication / IV fluids (15.2%), pressure ulcers (8.5%) and documentation (7.8%).
Page 56                                                                Third Annual Report on the NSW Clinical Services Redesign Program






































































































































































SAC 1 SAC 2 SAC 3 SAC 4 Unassigned
General surgery incidents
Figure 70 presents the number of general surgery incidents by SAC category along with incidents
that were not assigned to any SAC category.  The number of incidents in each SAC category
fluctuated but did not display any marked trend between May 2005 and June 2008.  The most
consistently occurring PIT across the different SAC categories was clinical management.



































































































































































SAC 1 SAC 2 SAC 3 SAC 4 Unassigned
Note that use of the NSW Health Incident Information Management System (IIMS) commenced in May 2005.
The most frequently recorded incident types (May 2005 to June 2008) were medication / IV fluids
(21.0%), falls (20.8%), clinical management (18.9%) and documentation (9.9%).
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3 CSRP aged care projects
Between June and August 2008 we interviewed clinicians and project officers involved in all seven
CSRP aged care projects, each of which had reached the implementation stage.  The data
collected covered all aspects of each project, including project scope, stakeholder- engagement,
progress to date and outcomes achieved.11  This section details the findings from this work.
3.1 Project scope
The aged care projects that have provided the focus for most of the work in year 3 have three
main (and different) agendas being addressed in various ways in each project:
§ The ‘journey’ of older people through the health system, which necessitates the involvement of
many people working outside aged care specific services.
§ The management of older people within specialist aged care services, resulting in a focus on
including those working in aged care e.g. geriatricians.
§ Chronic care, much of which is concerned with the elderly, but not all of it.
There were differing views about whether linking aged care with chronic care was useful, with
some recognising the overlap between the two and others expressing the view that this adversely
impacted on the scope of the project.  The distinction between the first two of these is shown by
the following comment by a geriatrician:
I am strongly of the belief that the way to improve the care of elderly people in the health
system is not to create more geriatricians, the way to improve the care of elderly people is
actually up skill everybody in the health system in managing old people.
Clinicians interviewed in year 3 repeatedly drew attention to problems of project scope, which
manifested itself in various ways:
§ Confusion about whether a project was focused on the broader patient journey or aged care
specific services:
I think one of the major problems for me, with the project here, was the scope. I think there
was a lot of struggle with the scope and I don’t think that struggle ever got really resolved.
There was a real struggle between was it about redesigning health care for older people or
was it about redesigning aged care services specifically?  And it tried to focus more on
redesigning aged care services but then, when it came to implementation, it was very clear
that actually what was required was redesigning the aged care patient journey … there was
no involvement from the emergency department, no involvement from surgery, no
involvement from general medicine.  I think they’re major deficits.
§ Lack of clarity about what the scope was:
I think that the project aims were not clear and I don’t think they were clear in the
Department of Health mind and I’m not sure that they were very clear in XXX (Area Health
Service).  I think (the) senior executive level had a clear idea of where they wanted this to
go, I’m not sure that those clear aims actually filtered down to middle management … The
Department of Health and (area health service) really took on a huge, huge project and I
                                                
11 In years 1 and 2 we distributed a survey to collect data about CSRP projects.  In year 3, because of the complex nature of the
projects, we used the basic structure of the survey but - rather than sending it out to be completed - interviewed eight project officers
from five area health services to collect data about project aims and objectives, the process of implementation, what had been
implemented, what outcomes had been achieved, involvement of stakeholders (including patients), what helped and what hindered
projects, the role of the external partners and what had been learnt.  Each interview was approximately one and half hours duration
(minimum was 1 hour and the longest 3 hours).  All project officers were very positive about being part of the evaluation process.
Those interviewed included project officers who commenced at the start of the project; were project officers but have now returned to
their substantive positions and may or may not be responsible for project implementation; were not involved in the start of the project
but now had the responsibility for implementation.
In addition, we interviewed 27 clinicians, including 15 medical specialists, 8 nurses and 4 allied health staff.  The interview schedule
included questions on clinician engagement, management support, project outcomes, the process of implementation, the counterfactual
(what if there had been no CSRP) and the role of external partners.  Five clinicians declined to be interviewed and ten did not respond
to the invitation to be interviewed.
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think it would be better to possibly make them clearer, simpler, so that the end result didn’t
fall by the wayside.
§ Lack of direction:
With the aged care one there was a lack of goals.  In the beginning everybody had to
mention what they wanted to achieve out of it and of course there was such a diverse
range of what everybody felt were their priorities … what we were all wanting were very,
very different.
The main issue raised by clinicians concerned the sheer scale and complexity of the projects:
If you’re going to have a project have a project, give it some boundaries, let it be focussed
as I understand that it should be focussed, worked through to agreed outcomes.  Don’t try
and solve everything everywhere for all time.  Be realistic in expectations of the resources
that are available to support the changes that the project is going to create.  I just think we
were too diffuse and we warned them not to be.
I think the project to my thinking is so broad that I think it is setting itself up to fail … I’m not
actually saying that it will fail, but I think because the project was so vast, that we are
actually implementing bits of it.
But it (the aged care project) was too big, I think.  That was the way it felt to me, throughout
it, that it was just trying to solve all the problems of aged care … but the scope was just so
big that it covered a lot of things.
We’re all very familiar with the methodology.  I suppose what wasn’t clear was the scope of
what we’re trying to do.  There was a lot of talk about blue sky strategies which I think
some of us had some trouble coming to grips with particularly if you work in the health
system for long enough, you don’t expect any miracles and I guess we were feeling that if
we got some incremental change that would have been sufficient … and yet there was talk
about almost making a paradigm shift.  I think some of us felt that that was a bit ambitious
… it’s much bigger than anything else we’ve tried before.
Most projects were able to identify factors external to the project that either hindered or helped the
project.  Most factors were unique to each project.  One common factor was staff turnover, usually
senior or executive management positions – in some cases this was considered a hindrance, in
others a help.  One project reported that a new manager broadened the project’s focus making it
more difficult to manage whereas another reported that a new manager was a clinical service
redesign ‘champion’ who was more supportive of the project.
3.2 Central direction
Based on our interviews with clinicians there has been no move away from the ‘make it happen’
approach of the first two years of the Program that we have referred to in our previous reports.
The main issues identified by clinicians regarding the development of solutions for the aged care
projects were the top-down approach emanating from the Health Department and the
predominance of a ‘one size fits all’ approach:
I find it interesting that the Department of Health wants to deal directly with the hospital and
it seems to me almost alienating the CEOs and the senior management.
Over the last three years there seems to be a very centralised approach of actually looking
at health in this state, so much so that a lot of the things are driven centrally, rolled out with
very little regard in terms of history and local peculiarity and personality and so forth. And
I’m not quite sure whether that’s the right thing to do … Unfortunately I think New South
Wales Health has if you like blackmailed us with money.  So this is the bundle of money,
we expect you to pick it up and run with it.  All of us we’ve dropped everything and write a
proposal, because we want that money.  But not necessarily having real conviction that this
is the right thing to do.
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We kind of went through a process of diagnosis and interviews with a whole lot of people
and workshops and everything and I kind of felt like the outcome wasn’t really based much
on that - including also patient interviews – it was more based on the directions of New
South Wales Health and what the consultants thought was the best way to go. And also
some of the executives.
I guess in terms of geography there is an issue that's come up repeatedly and that is there
seems to be a big drive in this area to be able to replicate solutions at small rural and
remote sites as well as the larger metropolitan centres and I'm not sure that clinicians are
convinced of the wisdom of that …  that project seemed not nearly as much a grass roots
true re-engineering from the ground up approach that I've seen in some other projects, it
seemed to be more a higher level kind of thing.
The clinical redesign process seemed to be that one model fits all.  And there was a lot of
pressure on us to do a model of care that fits in a peripheral hospital … If we didn’t put
ACE model in our report the Department of Health were going to be down on us like a ton
of bricks.
In particular, there was a strong push from the centre for all AHSs to implement a single point of
access as part of their aged care projects, described as ‘a telephone service that will assist
patients and clinicians to quickly navigate their way to the service needed by providing information
and having an access centre able to make direct referrals and appointments’:
It was quite obvious that the part of XXX’s office in New South Wales Health was telling the
consultants what they should be thinking.  We knew from other sources that our senior
consultant was in there every second week or every week being briefed and told what they
should find … There was immense pressure from New South Wales health through
(external partner) and elsewhere for us to develop a single intake service for aged care and
rehab services for the whole area.  That was crazy and we had to fight not to be forced to
do it.
Six areas are implementing a single point of access (GW, HNE, NSCC, SESI, SSW, SW), each in
a slightly different way.
3.3 External partners
Project officers working on the aged care projects recognised that the external partners were able
to support projects and develop skills amongst project staff members but it was suggested that this
might have been more productive if the external partners were required to formally develop and/or
enhance the skills of health staff, thus retaining skills for future projects.  Another consideration
was to have external partners more involved in implementation.
In general, the clinicians we interviewed were less supportive of the role of external partners than
those we interviewed in years 1 and 2.  This may be due to the passage of time (i.e. the external
partners are no longer ‘novel’), the nature of the projects being undertaken or the different
perspective that clinicians bring.  The issue of whether value for money was being achieved was
raised repeatedly:
(the external partners) got paid a lot of money and I don’t really think that they delivered the
goods for the price that they were charging.
I haven't actually seen a great deal of useful output from them.  So I think rather than
actually investing money in external consultants to help you to do the project, skill up your
key staff and second them out and give them proper relief so they are not doing two or
three jobs at a time.  That is a much better way of actually spending the money.
We were given stuff to do without much support from the consultants or the project lead
from the CRU.
Page 60                                                                Third Annual Report on the NSW Clinical Services Redesign Program
My overall views on the process was that the consultants got an awful lot of money for
doing repetitive work, and I tended to wonder why our own clinical redesign unit couldn’t
have picked that up a bit quicker and picked up the technique and then been those teams
that did the work further on.  So I wasn’t convinced that New South Wales Health spent
their money wisely on the consultants.
Some clinicians commented that the external partners focused on ‘doing a project’ rather than
improving outcomes:
Sometimes a project can almost become an end in itself in terms of meeting deadlines, the
consultants have a strong focus on delivering the reports and things like that.  So you can
almost have a situation where the project appears to be managed well and everything's
gone well and everybody's enjoyed it, but in actual fact the focus has not been on actually
delivering improvements in outcomes.
I just get the feeling that they have to produce a document and that they don’t know much
about health and that they’ve got this huge pressure to get anything into a document that
looks as if they’ve done some work no matter what.
3.4 Leadership and management support
Clinicians responded in varied ways to the question of whether they felt supported by
management, indicating that support ranged from token support to very good support:
I didn’t feel management were - it was more: oh, we’ll just have to tick these boxes and
then they’ll go away, type of thing.
I’m definitely supported by the hospital.  I think they’ve been very open and willing to look
at innovation.  They want to be the leader.  They want to be at the cutting edge.  And if the
evidence is there they’ll go with it.  At the area health service I think there’s been poor
communication but I think that’s been resolved in recent times.  I have great confidence in
the current CEO and I think they’re listening and will support us if it works.  So I’m pretty
positive about that.
We were told they (senior management) were invited to meetings and we didn’t see them
at any meetings, so I guess when someone tells you verbally that they’re supportive and
that they’re involved, I guess you’re given that impression, but when they don’t
demonstrate by presence or interest, you sort of think well how interested are they.
I think the management of the area health service were told by New South Wales Health to
support the project and they did just enough.
It was very well supported (by senior management).  I think they wanted outcomes.
I think that there’s no doubt that the management – the executive team - kept a very close
eye on what was going on and were very keen to see real results and if things weren’t
happening to try and come in and help facilitate solutions and get things moving again …
generally speaking people would have found that if they needed help they got it and there
was a real interest from the administrative team in helping them move the projects and get
things resolved.
I think there was strong support – certainly from the area executive.  There was a very
strong signal that this is something that they were committed to, and that message came
through pretty loud and clear … there was certainly, on the whole, a strong commitment
from the GMs, and I think that follows the area exec leadership.
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If you don’t have exec support you might as well pack up and go home basically.  So I was
pleased to have that support and just knowing that they wanted us to succeed and they
wanted to drive improvements in the care of older patients, so that was helpful.
Having a good executive sponsor was identified as very important.
You’ve got to have somebody in the senior executive who is prepared to drive this along
and to keep the level of enthusiasm up and he (the executive sponsor) seems to be able to
do that at the moment.  But of course if he moved on to somewhere else, that would
change.
If you’ve got a really good executive sponsor that walks the walk, talks the talk and
continues to pay attention and monitor the implementations, you will always get a better
outcome ... And if you’ve got that, it goes all the way down through your organisation to the
person who actually has to change the behaviour, and you’ll get that.
3.5 Clinician engagement
Project officers went to great lengths to include clinicians in all project phases.  Projects provided
multiple forums for clinical participation including workshops, involvement in working groups and
project steering committees.  One project involved approximately 250 individuals in their diagnostic
phase, mostly clinicians or clinician/managers.  Project officers reported that clinicians were on the
whole supportive and involved in the process.  One project officer commented that clinician’s were
committed - coming back ‘week after week’ to be involved.  Involvement of clinicians in
implementation was considered as crucial where the strategy was about clinical care.  One project
reported that clinicians were supportive as the project was improving their work.  Key
stakeholders, such as GPs or RACFs, were also included in project phases using similar
strategies to consumer involvement e.g. involvement in committees, focus groups and planning
workshops.
Clinicians with the greatest level of involvement were nursing and allied health staff seconded to
work on project teams.  As with the project leads we interviewed in Year 1 these clinicians
generally enjoyed the experience and felt that they had learnt a lot.  However, whether it was
those involved on project teams or other clinicians, concerns were expressed about the impact on
engagement of a project either not achieving reasonable outcomes or meeting expectations:
I don't think I'd nominate myself again to do it because the outcomes just weren't there that
we were promised.  I think it's disappointing and now I'm a bit jaded … it all sort of came to
an end if you like once the final report was written and distributed.
We did get some output eventually, which was not an entirely satisfactory process, a
diagnostic report (which) has never really been adopted or accepted and we’ve never gone
on to do a solution phase or anything.  It’s a complete waste of time and money because it
didn’t tell us anything we didn’t know.  It went to management here, which has
subsequently changed.  It fell on deaf ears at the Department of Health completely.
Generally people have been involved are very negative about the outcomes.  I'm not 100%
negative because I do think things came out of it and I actually think the report itself was
quite good but at the end of the day the people who do the report are going to pull out and
you know that people who have been working in the area are going to be left with doing all
the work.
I’m a very cynical person and I don’t believe a lot of things – and I think in the end my
suspicion was confirmed - that a lot of it is just a lot of talk … I think that the whole process,
it’s really just to give people the opportunity as though they were going contribute to the
whole thing, but in the end the final program was nothing like it was discussed at the
beginning.
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Project officers commented on the challenges of obtaining clinician involvement, including the time
required to get around to all the groups of clinicians, covering specialities such as cardiac,
respiratory and aged care.  Various issues were raised (by clinicians) about how busy they are and
the need to recognise this when seeking their engagement, particularly doctors who cannot, for
example, drop everything and attend a long meeting scheduled at short notice.  In the case of one
project the delay in moving from the diagnostic phase to implementation was so long that some of
the clinicians had changed, requiring orientation and engagement of new clinicians into the project.
The challenges of engagement were evident in interviews with clinicians which elicited a range of
views and underscored that engagement is complex and cannot be considered in isolation from
many of the key success factors referred to in this report.  The level of underlying cynicism made it
difficult to get some clinicians to turn up for CSRP project meetings in the first place:
I mean they're generally fairly difficult on most things which they assume come from a
bureaucratic background, so I guess cynicism is the major emotion when they're
confronted with a new hospital project. (physician describing the attitude of medical
colleagues)
I was the most positive of all the clinicians to be involved. I had to be anyway but the others
were incredibly negative.  I had to basically talk them into even meeting. (geriatrician
talking about fellow geriatricians)
Involvement may be as much about the attitudes, previous experiences and ways of working of
clinicians as anything to do with the project and how it is being run, as illustrated by these
comments from geriatricians:
I feel far more involved than a lot of my medical colleagues but that's because I've been
involved in several programs which have had the direct sponsorship of the CE and the
facility.  I mean I've had incredible involvement … I’ve been approached to be involved, I
feel I was very responsive to that approach and feel that we’ve done well because we were
prepared to be involved.
I think the system is there to enable us to share these things, but I think unfortunately we
all have big egos, we all feel that we know better than the other person … sometimes it
takes time and actually take a step back and say well can I do this better and talk to other
people.  I don't think it's a system fault that we are not rolling out these things.
In general, our findings in Year 1 and Year 2 about clinician engagement were supported -
engagement of clinicians is essential and implementation is better when clinicians are involved.
One project lead commented that:
If you’ve got that person who is the senior medical officer who is governing the solution and
putting their name to the service that changes, and saying ‘I’m now the medical
governance of this service, and I’ll be accountable for it,’ they have the trust and
confidence of their peers.
The clinicians themselves agreed:
The clinicians need to be well engaged.  They really need to want to own it for it to happen
… I think the current project reinforces for me why medical leadership is so important,
because without it – you can drive things without it but it can still be undone.
The big take home message for me has been that if we have a clinical redesign project that
comes from the nurses on the floor, or the doctors at the grassroots level who are doing
the work, and they are enthusiastic and they’ve come up with the idea and they drive it,
then it’ll take on a life of its own and it works very well.  If we have a situation where we’re
trying to impose a model of care from above it’s incredibly difficult to get it to work.
Engagement does not just involve the relationship between clinicians and the projects but also the
relationships between clinicians, and the clinicians we interviewed spoke positively that this had
taken place:
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The other benefit has been that the contact - there's been a number of processes that have
driven conversations between aged care and older persons' mental health.  They would
have been happening anyway, but there's no doubt being forced to put the time aside and
sit down and have those contacts, even if you weren't discussing the specific issues that
might have been the key issues, has been of benefit.
Some of the really good things were that you got to liaise with other people, meet new
people, people that you obviously probably wouldn’t have met.  Yeah, and that was a
positive outcome, all that sort of thing.
The emergency departments, because of a lot of the change management and clinical
redesign stuff, have had more to do with each other in the last 12 months than they
probably had to do with each other in the last eight years.  And it’s really been quite a
useful experience for both departments to engage with the people from the other end and
realise that they’re quite reasonable folk and they can actually work together.
With regard to the aged care projects there are many examples where individual clinicians or
groups of clinicians were involved but, in general, the doctors we interviewed did not give the
impression of being well engaged with the process.  Given the evidence in the literature this is not
surprising.  Perhaps one of the issues here is one of feeling ‘in control’ – doctors, are used to a
considerable degree of autonomy in their daily practice.  Participation in a project can challenge
that autonomy if any meaningful change is to be achieved.  Hence, the degree of control over the
project exercised by clinicians becomes important.  It is difficult to remain engaged with something
when there is no sense of control and there are several features of the CSRP projects that may
have worked against that for clinicians:
§ The scope of the aged care projects.
§ The top-down approach exercised by the Health Department.
§ The strong influence of the external partners.
§ The general lack of medical leadership.
§ Poor implementation.
§ Lack of information and evidence about outcomes (to provide feedback and encourage
ongoing change).
The evidence from the literature indicates that programs to improve quality have a limited impact if
doctors are not engaged, although there are many other factors that are also important (Ham and
Dickenson 2008).  Given the focus within the CSRP on improving performance it is interesting to
also note the evidence regarding the links between organisational performance and medical
engagement: ‘there is limited empirical evidence that improving medical engagement enhances
organisational performance but failing to engage doctors ‘presents significant problems in the
organisational pursuit for change and improvement’ (Hamilton, Spurgeon et al. 2008, p 5).  It is
well recognised that healthcare professionals are reluctant to engage (Davies, Powell et al. 2007)
and our findings indicate how difficult this can be, particularly engagement of doctors, with general
agreement amongst respondents to the online survey that doctors have not played a leading role
in the CSRP.
3.6 Implementation
Interviews with clinicians and project officers identified various concerns about implementation,
including the unmanageable scope of the projects; a disproportionate amount of energy, time and
money spent on diagnosis and solution design, with not enough attention to implementation; and
lack of leadership.  For one project there was a delay of approximately six months between
completion of the implementation planning report and start of implementation.
It was difficult to identify what had been implemented and what hadn’t, and the degree to which
some solutions had been implemented.  For example, on area health service has implemented a
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common assessment tool for elderly people admitted to hospital but there is no data on the
number of assessments undertaken using the tool and the degree of compliance i.e. it may be
considered as ‘implemented’ because the tool has been distributed but if few people are using the
tool and/or the tool is being poorly completed, then it can be argued that the tool is only partially
implemented.  Progress with implementation varied across projects.  In some cases this appears
to be related to the resources that are now supporting the project.  For example, some projects
have designated (funded) project officers, whereas other projects are being managed by staff as
part of their normal duties, the latter reporting that this represents a considerable amount of
additional work.
The lack of evidence for project solutions being well implemented indicates that improvements in
either the project-level or program-level KPIs can only be attributed in part to the work of the
CSRP projects.  There was some support amongst clinicians for the idea that when
implementation did proceed quite well it was due to a more ‘bottom up’ approach:
Those projects in which the ideas burbled up from the bottom, and there was fairly strong
support for them on the ground, they seem to have been easier to get up and running than
those where, for a number of reasons, the staff didn’t engage as well.
As far as the implementation, looking back I think we possibly took on too much, but
actually we have achieved quite a bit and we’ve achieved more than I was thinking we
would achieve … most of the achievement was driven by the clinicians in the team, XXX
was absolutely superb, she came down, she managed all the projects.
Projects vary in the number and/or complexity of the strategies that are being implemented.  Each
project has split into a series of sub-projects for the purposes of implementation.  Therefore some
project officers spoke in detail about their ‘sub projects’ whereas others spoke more broadly about
the project overall.  One aged care project consists of 14 individual ‘sub’ projects to be
implemented over five years (they have completed the first year of implementation).  Another
project is being rolled out in three waves over three winters.  Some projects have a number of
strategies across several locations (usually different hospitals).  Other projects are coordinating
initiatives that are being implemented across the entire area health service and some are
implementing one or two strategies within part of an area health service.  Projects are taking from
one to five years to complete implementation, with an average of about three years.
The ‘top 5’ solutions being implemented across the seven area health services (with the number of
AHSs implementing each in parentheses) are Community Acute and Post Acute Care Services
(7), single point of access centres (6), chronic disease management (6), support for residential
aged care facilities (6) and discharge planning / transfer of care (6).  Solutions range from those
that are very specific, such as the implementation of a common assessment tool for hospital
admissions, to those that are very broad such as implementing models of care to avoid hospital
admission.
The aged care projects include a much higher percentage of solutions to integrate services,
improve continuity of care and improve cooperation with external services e.g. residential aged
care facilities than the earlier CSRP projects (in Table 5).
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Table 5 Categorisation of CSRP interventions





Changes in process sequences or organisation of processes 37.0% 32.0% 36.3%
Changes in capacity planning 18.0% 3.0% 15.8%
Staff organisation 7.7% 3.0% 7.0%
Presence and organisation of quality or performance monitoring mechanisms 7.4% 8.0% 7.5%
Changes in physical structure, facilities or equipment 8.0% 11.0% 8.5%
Integration of services or changes to improve continuity of care 4.1% 16.0% 5.8%
Cooperation with external services or communication and case discussion with off site
health professionals
3.4% 3.0% 3.4%
Revision of professional roles and changes in skill mix 3.1% 15.0% 4.8%
Education programs 2.6% 1.0% 2.3%
Introduction of clinical multidisciplinary teams 2.6% 0.0% 2.2%
Changes in the setting/site of service delivery 2.4% 2.0% 2.3%
Mechanisms for dealing with patients suggestions or complaints 2.9% 6.0% 3.4%
Interventions to boost morale 0.5% 0.0% 0.4%
Changes in medical record systems 0.3% 0.0% 0.3%
Total 100.0% 100.0% 100.0%
Despite having common solutions there is a broad range in terms of what is being implemented by
each project, with solutions acting more like solution ‘themes’.  Even these ‘themes’ may be
interpreted in different ways.  For example, risk identification in one AHS is about identifying the
risks of someone seeking access to a community health service; in another AHS risk identification
is about identifying patients with multiple admissions and providing case management to reduce
the risk of further admissions.
The solutions involve greater complexity of service providers than more narrowly defined CSRP
projects, with inclusion of hospital and community-based public health services as well as general
practitioners and non-government organisations such as residential aged care facilities.  These
and other solutions raise the issue of the role of health services in, for example, chronic disease
management and ‘supporting’ other providers such as GPs and residential aged care facilities.
Some direction in this regard may emerge from the review of community health services currently
underway in NSW.
The aged care projects had a strong planning focus, particularly as some projects have time
frames measured in years, and in two AHSs the project was undertaken soon after the
development of a clinical services plan for aged care, resulting in a feeling of ‘here we go again’ by
some we interviewed.  Resources went into diagnosing problems, working out solutions and
planning implementation with lack of support, and resources, when it came time for
implementation.  As one person commented ‘so much work up front, does all this planning pay
off?’  For some projects there was a time lapse between the diagnostic / solution design phases
and starting implementation.
Implementation has been described as the ‘weakest link’ in turning proposals for change into
reality (Bevan, Ham et al. 2008) which is consistent with what we have found in evaluating the
CSRP.
                                                
12 The table includes categorisation of 684 solutions in 46 projects, 100 solutions in aged care and 584 solutions in all other projects,
based on the system of categorisation referred to in our earlier reports.
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3.7 Performance
KPIs for aged care and chronic disease have been reported since July 2007 as a supplement to
the monthly performance reports produced by the Health Department.  The supplementary report
consists of graphs of each KPI reported as a NSW total, and then by each area health service.
The KPIs displayed in the supplementary report include:
§ Occupied beddays in month for discharged and current patients aged 75 years and over on
admission
§ The number of Compacks referrals made per month
§ Respiratory and Cardiac Rehabilitation uptake.  This is the number of patients commencing a
rehab program during the month as a proportion of separations for patients aged 45+ with
selected Cardiac and Respiratory conditions.  Note that a three month time lag is allowed for
coding completion when reporting inpatient separations.
§ The number of patients commencing Community Acute Post-Acute Care CAPAC treatment per
month
§ Admissions to a bed for Avoidable Admission DRGs.  Avoidable admissions admitted into an
inpatient bed (includes ATSI), Avoidable admissions admitted into an inpatient bed  ATSI,
Avoidable admissions admitted from ED into ward, Avoidable admissions admitted directly to
ward (no ED), Avoidable admissions admitted and discharged in ED, Avoidable admissions
HITH.
It is important to note that some projects only started implementation in early to mid 2008 so any
links to KPIs would likely be tenuous.  The aged care projects are required (by the performance
agreements of AHS chief executives) to submit performance data.  Some projects commented that
KPIs were one way to report, but there is not any focus on outcomes for the consumers or staff.
The aged and chronic care indicators have become part of the monthly performance meetings
between each AHS and the Department so now chief executives are being questioned regarding
their performance on these KPIs in the same way as ED and elective surgery KPIs.
In our interviews with clinicians a range of responses were forthcoming about the availability and
use of data including:
§ lack of staff or time to access data
§ data described as ‘inadequate’
§ data collection described as poor
§ dependency on someone with the skills to access the data
§ measuring the wrong things
§ reliance on manual data systems
§ staff not knowing how to use data and needing forums where they can be comfortable using
data and reflecting on practice.
The clinicians felt that more resources should be devoted to data collection and analysis but
provided evidence of progress being made:
The dashboard, I think is very clunky but it’s a lot of progress on nothing, so people can
start to get across and think about differences between the services and why.  So although
I think it only looks at very narrow limits of what you want to know about the quality of a
health system but at least it’s looking at some elements of the quality of the health system
regularly.
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3.8 Quality and safety
3.8.1 Patient experiences
Consumers were mainly involved in projects by attending various committees, working groups,
focus groups and planning workshops.  Patient experiences were obtained for most projects as
part of the diagnostic phase.  Based on our reviews of the projects and interviews with clinicians
the general view was that interviewing patients was beneficial but that the information collected in
this way did not have any impact on project design, project direction or the development of
solutions:
I thought it was a worthwhile process, actually.  It was quite interesting and it sort of
opened my eyes to the process from their point of view. I had a mixture of people that were
sort of praising everything and a mixture of people that were complaining about everything,
as you usually do.  I think that was beneficial but it wasn’t used so much in developing the
solutions.
For me and my experience of that is that it was personally useful for the people who did it
to understand the experience of the individuals, but as far as informing these projects it
was not very useful at all.  Because the patients who we interviewed were aged, had
chronic diseases, perceived that their health care was provided in a hospital.
Project planning does not include conducting further patient experience interviews.  However,
there is the potential for ongoing interviews with patients (now undertaken as a requirement of
each AHS chief executive’s performance agreement) to identify changes in experiences of older
people.
3.8.2 Improvements resulting from the projects
In interviews with clinicians we sought to identify improvements to their practice or the care of their
patients attributable to the aged care projects.  None of those interviewed were able to identify
significant improvements.  In general, they could either not identify any improvements, did not
know whether any improvements had taken place or could identify only small improvements, all
underpinned by the difficulty of separating out what may have been due to redesign and what may
have been due to other factors:
It hasn’t changed practice to date and I’m not sure that it will … I don’t think anything’s
changed on the floor … I don’t think clinicians have seen much change at all.
I tend to think that you go in with a certain idea or perhaps the expectation that you’re
going to come out with something that’s going to resemble a good model, and it just didn’t
eventuate.
The (aged care project) project hasn’t changed my practice … from my knowledge I don’t
think any of the changes to our service has been from the clinical redesign work.
I haven’t seen anything yet that has totally turned on its head the care of a patient, I don’t
think that’s fundamentally changed … I think it’s just in those small increments.
I’m yet to be convinced that there have been wonderful outcomes.  Maybe there have.
The improvements that were identified by interviewees could at best be described as modest:
The only positive thing that came of clinical redesign for me is the delirium sticker.  The
delirium sticker had been developed already.  What clinical redesign did was to pay for a
project worker to roll it out … There was some evidence in a before and after file audit, a
small number of files, that delirium was documented more consistently in the after period
but … I’m sure it’s all fallen over.
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I think there has been a slight improvement with referrals from the ED department (to a
COPD program).
My general observation is that there hasn’t been – talking from allied health – any concrete
advantages or changes that have affected allied health in any of the projects … maybe just
assisting in streamlining referrals … that form (a new assessment form) has generated
additional referrals – particularly for nutrition and speech pathology.
We’ve got some outcomes from the point of view of user process and more appropriate
admissions through CAPACS, through hospital avoidance particularly, a better
management of stroke, improved management of some of the aged care beds and some of
the interactions between the hospital and the community.  I don’t think there’s any clear
evidence with regard to length of stay data or morbidity and mortality outcomes.
Our readmission rate has definitely improved.  But I think it’s a little early and probably just
luck; I’d like to think it was the project, but I think it was probably just luck.
In part, this is due to the absence of project-level evaluation and the fact that some projects are
still only in the early stages of implementation.  Given the sheer scale of the aged care projects
and the level of resources to get them to where they are now an increased focus on evaluation is
worth considering because at this stage evaluation does not feature strongly in the methodology.
This should include not only process evaluation of what the projects did but also outcomes for
consumers (patients and families), providers (staff members, GPs) and the system.
One area health service (North Coast) has conducted a project-level evaluation by the external
partners involved in their aged care project, although the report is more an assessment of
implementation status than a full evaluation.  The report contains no data on outcomes and is
somewhat confusing, stating at one point that ‘actual implementation’ across the AHS has not yet
occurred and hence ‘no formal assessment of implementation status is possible’ (p 27) but then
goes on to refer to the critical factors that have ‘driven successful implementation’ (p 30).
3.9 Dissemination
There have been opportunities for internal sharing with other aged care projects through two state-
wide forums facilitated by the Health Department, fortnightly teleconferences (now ceased) and
one day workshops.  Project officers commented positively about these opportunities to share and
discuss issues with other aged care projects.  Some dissemination activities have occurred at
conferences but there is no planned approach to dissemination.  Future opportunities for
dissemination are heavily dependent on the progress achieved by aged care projects in the next
couple of years.  Even after 12-18 months some projects are still in the early stages of
implementation so any dissemination at this stage would be sharing about the processes and/or
outcomes of the diagnostic and solution design phases, rather than the results of implementation.
Most project officers commented that the projects are generalisable.  It would be useful to share
this information, indicating the need for a formal dissemination strategy that could be developed
and coordinated by the Department.  There is an existing, and strong, community of practice for
aged care that includes the Aged Care Network of the Greater Metropolitan Clinical Taskforce and
the Australian Association of Gerontology but perhaps the greatest need is to disseminate results
amongst other clinical networks such as emergency care, general medicine etc.
Some projects commented on the lengthy reports written for the diagnostic, solution design and
implementation (planning) reports.  It was agreed that the reports were extremely useful due to the
detail recorded in each.  However it was suggested that shorter, more user-friendly, summaries
could have been an added requirement.  One project found that committee members did not have
enough time to read the draft reports as they were so long and the reports were considered too
complex for some audiences.
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3.10 Summary
Interviews with project officers and clinicians involved in the aged care projects confirmed the
critical importance of clinician engagement, especially by doctors, and supported previous findings
about the role of the Health Department and the ‘implementation’ gap.  Project scope and direction
emerged as key factors impacting on progress to date, far more so than other CSRP projects.
There was less support for the role of external partners than we have found previously.
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4 Stakeholder perceptions of the CSRP 2005-2008 - survey findings
We distributed an on-line survey to those we had interviewed in years 1 and 2 (n = 75)13 and
senior clinicians who are members of the Department’s emergency, surgical services and acute
care clinical advisory groups (n = 43), a total of 118 people, to collect additional data on the
themes that had emerged over the course of the evaluation.14  Sixty eight responded to the
questions in the survey, a response rate of 58%, which is a reasonable response rate for a survey
of this type (Baruch and Holtom 2008).  The extent and quality of responses to the open-ended
responses indicated a good level of engagement with the survey.
The survey followed the purposive approach to sampling we have used throughout the evaluation
and was constructed to further explore issues and themes identified during the first two years of
the evaluation, including the role and engagement of the various stakeholders (external partners,
doctors, chief executives), implementation, sustainability and learning (at both the system and
individual level).  Full details of the responses are included in Appendix 4, with key findings
included in this section.
4.1 Perceptions on performance
4.1.1 Improvements resulting from CSRP
The online survey included the statement ‘the CSRP achieved significant benefits’.  Seventy eight
percent of respondents working in the Health Department and 83% of those at the area health
service level agreed with the statement whereas those working in hospitals took a different view,
with approximately 40% disagreeing or strongly disagreeing with the statement (see Appendix 4).
Figure 71 Responses to statement: the CSRP has resulted in system-wide improvement of
patient care in emergency departments, elective surgery and aged care – %
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13 This consisted of people working in the Health Department (13), at the level of area health services (30), either as a senior manager
or member of a clinical redesign unit, as project leads (14), hospital managers (11), external partners (5), and members of the CSRP
Evaluation Committee (2).
14 The survey included some questions and a series of statements about the CSRP that respondents were asked if they agreed or
disagreed with, on a five point scale from strongly agree to strongly disagree.  The survey also included four open questions.  The
survey was distributed in July 2008 with two follow-up reminders.
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The online survey also sought responses to the statement ‘the CSRP has resulted in system-wide
improvement of patient care in EDs, elective surgery and aged care’.  For all respondents, 74%
agreed (strongly agree + agree) that there had been system-wide improvements in EDs, 75%
agreed that the same had happened for elective surgery and 58% for aged care, although only 7%
strongly agreed with the statement regarding aged care, a much lower percentage than for ED or
elective surgery.  The relative closeness of these overall responses masks very different patterns
for the three clinical areas (Figure 71).  For EDs those working in the Health Department and area
health services have a much more positive view that system-wide improvements have been
achieved than those working in hospitals.  In contrast, for elective surgery there is a much greater
level of agreement that system-wide improvements have taken place (which accords with our
findings in year 2 regarding elective surgery).  For aged care there is a range of views about
whether system-wide improvements have been achieved.
The online survey included three counterfactual questions i.e. if there had been no CSRP would
the performance, safety and patient experiences of the NSW health system be better or worse
than it is now (on a five point scale from ‘much better than it is now’ to ‘much worse than it is now’).
Overall, 80% of respondents thought performance would be either worse or much worse now if
there had been no CSRP, with the equivalent figure for patient experiences and safety being 75%
and 58%.  The most optimistic view in this regard was held by Health Department respondents,
with the most pessimistic view held by hospital respondents who are not clinicians (Figure 72).
Very few respondents thought that performance, safety and patient experiences would be better or
much better now if there had been no CSRP, an issue taken up in the next section.
Figure 72 Counterfactuals: if there had been no CSRP would the performance, safety and
patient experiences of the NSW health system be better or worse than it is now -
% answering worse or much worse
Responses to the three statements about achieving significant benefits, system-wide
improvements and the counterfactuals all indicate support for the idea that CSRP has resulted in
improvements and that the health system would be worse off if there had been no CSRP.  This
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4.1.2 Financial performance
The online survey did not ask direct questions about financial performance but did include three
questions about ‘worth’, two about the CSRP and one about the external partners.  As can be
seen from the results in Figure 73 those working in hospitals were generally much less supportive
of the idea that the program and the use of external partners has been worthwhile i.e. the
indications are that although there may have been significant benefits frontline staff were not
convinced that the benefits were worth the cost.
Figure 73 Percentage of respondents agreeing or strongly agreeing to statements about
‘worth’
Given the key role played by the external partners, and the considerable amount of money paid for
their services, responses to the statement in the online survey ‘the external consultants / partners
have made a worthwhile contribution to the CSRP over the last three years’ are shown in more
detail in Figure 74.  Approximately 80% of respondents working at the levels of the Health
Department and area health services agree or strongly agree with the statement, compared to only
about 30% of those working in hospitals.  The fact that only about 30% of respondents from the
Health Department and area health services strongly agree with this statement could indicate
some degree of doubt, even at these levels, about the value of the external partners.
Another way of considering the ‘worth’ of the external partner contribution is the extent to which
their involvement in the program has built capacity to continue redesign work into the future
without them.  The key role of the external partners (outlined in the CSRP business case) was to
‘facilitate / maintain the process of culture change in the AHSs’.  Given the centrality of this role to
the CSRP it is somewhat surprising that in the consumer surveys completed by Health Department
and area health service staff the item ‘our staff’s work-related skills have been enhanced’ did not
rate more highly than it did (see Appendix 13).
The online survey sought responses to the statement ‘I am confident that staff in the NSW Health
system are now able to carry on redesign work without the support of external consultants /
partners’ and the responses are reported in Appendix 4.  There appears to be little confidence on
the part of those working in hospitals, particularly clinicians, that redesign work can be undertaken
without the support of external partners.  The Health Department and staff working at the level of
area health services are more confident that this can be done, with over 50% agreeing or strongly
agreeing with the statement.
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Figure 74 Responses to statement: the external consultants / partners have made a
worthwhile contribution to the CSRP over the last three years
4.2 Perceptions of stakeholder engagement
4.2.1 Doctors
The online survey sought responses to the statement ‘doctors have played a leading role in the
CSRP over the last three years’.  This statement was included because doubts about the level of
clinician engagement emerged as a key issue from our year 2 findings.
Figure 75 Responses to statement: doctors have played a leading role in the CSRP over
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As can be seen from the results in Figure 75 none of the respondents strongly agreed with the
statement and only 30% agreed.  Combining this data with the findings from the interviews with
clinicians and the first two years of the evaluation it is reasonable to conclude that doctors have
not played a leading role in CSRP.  This is one area where there is general agreement between
those working at the different levels of the program.
4.2.2 Chief executives
Respondents to the online survey very much took the middle ground when asked whether they
agreed or disagreed with the statement ‘chief executives have been a driving force behind the
CSRP over the last three years’, with only one person strongly agreeing and two people strongly
disagreeing.  Overall, 40% of respondents disagreed with the statement and 32% agreed.  There
was a range of responses across the three levels of Health Department/AHS/hospital, with an
interesting finding at the hospital level where 65% of clinicians disagreed with the statement and
58% of non-clinicians agreed (see Appendix 4 for details).  The lack of agreement that chief
executives have been driving the CSRP begs the question of who has been leading the program
locally.
4.3 Perceptions of teamwork
Just over half of the respondents to the online survey agreed with the statement that ‘the ‘patient
journey’ approach adopted by the CSRP has improved teamwork between different groups of
health professionals’ with 47% agreeing and 8% strongly agreeing (see Figure 76).  Slightly more
(58%) agreed with the statement that ‘the ‘patient journey’ approach adopted by the CSRP has
improved teamwork between different departments within health services, with 52% agreeing and
6% strongly agreeing (Figure 76).
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Once again, support for both statements was much more pronounced by those working in the
Health Department or area health services, compared to staff working in hospitals, as can be seen
from Figure 77.
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Figure 77 % of respondents at each level agreeing or strongly agreeing with statements
about teamwork
4.4 Implementation
The online survey invited responses to the statement ‘the solutions arising from clinical redesign
projects have been well implemented’.  Only about 40% of all respondents thought that solutions
had been well implemented (those who agreed + those who strongly agreed) and clinicians in
particular had a very negative view on this issue (see Appendix 4 for details).
Despite these findings about implementation there was a reasonable degree of agreement that
there is now greater capacity to implement changes, with 63% of respondents either agreeing or
strongly agreeing with the statement in the online survey: ‘the NSW Health system now has a
greater capacity for implementing changes to clinical services compared to three years ago.’
Across the three levels the picture was fairly positive overall, with clinicians the most negative
group.  These responses need to be considered within the context of a general recognition that the
ability to implement changes has been a ‘weak link’ within CSRP.
4.5 System and individual learning
The online survey sought a response to the statement ‘best practice models are more apparent
now than they were three years ago’.  Overall, just over 70% of respondents agreed that models
are more apparent now for emergency departments, just over 60% thought the same about
elective surgery and just over 50% for aged care (Figure 78).  Respondents working in the Health
Department were much more positive about emergency department and elective surgery models
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Figure 78 Responses to statement: best practice models are more apparent now than they
were three years ago for emergency departments, elective surgery and aged
care
The online survey asked people to respond to the statement ‘the NSW Health system is now better
at sharing ideas and information about new ways of working than it was three years ago’.  There
was quite a spread of responses and, again, those working in the Health Department and area
health services had more positive responses (in terms of agreeing with the statement) than those
working in hospitals.  Just over 60% of all respondents agreed or strongly agreed with the
statement.
The online survey posed the question: ‘in your view what have been the most important changes
or innovations that have been introduced as a direct result of the CSRP?’  The most consistently
mentioned changes (across the levels of Health Department, area health services and hospitals)
were improvements in patient flow such as reduced waiting times in emergency departments and
better access to elective surgery.  Some in-hospital changes were identified e.g. daily multi-
disciplinary care planning meetings and a focus on date of discharge.  There was almost no
mention of changes and innovations in aged and chronic care other than one respondent referring
to a comprehensive assessment tool and a standardised centralised intake system.
Respondents working at the level of area health services identified some changes or innovations
regarding patients and carers, expressed in various ways: patients and carer are now more at the
centre of process improvement, there is an increased focus on seeing things from the perspective
of the patient, there is a focus on the patient journey through the health system, listening and
incorporating patient's needs.  Two clinicians made similar comments.
The online survey sought a response to the statement ‘I have gained new skills and capabilities
from the CSRP’.  Figure 79 summarises the responses.  Responses to this statement demonstrate
one of the more striking differences between those working at the three levels of the health system
(Department/AHS/hospital), with much more attainment of new skills and capabilities by those at
the centre than those providing services in hospitals.  In part, this may be due to the nature of
those included in the survey, with many at the levels of the Department and area health service
working full-time for extended periods of time as part of the CSRP program, whereas those
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now feel more empowered to do service redesign as a result of the CSRP’ and there was a very
similar pattern of responses to this statement to the statement about gaining new skills.
Figure 79 Responses to statement: I have gained new skills and capabilities from the
CSRP
4.6 Systems and measurement
The online survey sought a response to the statement ‘the NSW Health system as a whole now
makes better use of data and information than it did three years ago’.  As with the responses to
many of the other statements in the survey there is a split between the Health Department / area
health services responses and those working in hospitals, with a more pessimistic view in the
latter.  Almost 80% of those working in the Health Department agreed or strongly agreed with the
statement, as did about 60% of those working at the area health service level, but only about 30%
of those working in hospitals (clinicians and non-clinicians) agreed.
Respondents to the survey referred to improved data collection and analysis, the use of data to
identify and fix problems, a more rigorous, data-driven approach, to service management and a
focus on measuring and managing performance as important changes or innovations resulting
from the CSRP.  Specific improvements were the introduction of performance dashboards and the
Ambulance Matrix.
When it comes to the issue of whether good information systems are in place to support the work
of clinical redesign, there was a general level of agreement that such systems are not in place.
This view was particularly held by clinicians, as evidence by the level of their disagreement with
the statement ‘the NSW Health system now has good information systems in place to support the
work of clinical redesign’.
4.7 Sustainability and culture change
Respondents to the online survey made many comments regarding different aspects of program
sustainability.  Concern was expressed that those who have developed skills in redesign have
moved on to other things because of uncertainty about the future of the program.  The issue of
funding was referred to in various ways, principally the need to provide resources to employ those
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from redesign projects.  There was general support for the program continuing, with suggestions
for a different emphasis in areas such as leadership, project selection, the degree of central
direction, the use of external partners and the degree of innovation and risk taking.  The following
comments are taken from responses to a question which sought ‘other comments’ about the
program:
In the next iteration of redesign, it would be great to see more tangible commitment from
NSW Health leaders for the redesign approach (including DG, DDGs and some CEs who
did not appear to really get engaged first time around). (Health Department)
The scope of redesign projects to date has been predicated largely by issues of capacity
and access.  In this respect projects undertaken were directly linked to the improvement of
specific indicators of access (access block, OST, waiting times). Whilst it is anticipated that
these issues and outcome measures will continue to significantly influence project choice
and scope, there is a need to develop an overall program of organisational improvement
and transformational change within which future projects can be planned and resourced.  A
logical focus for the next phases of the program would be to continue the development of
chronic and complex care management, hospital avoidance and ambulatory care models of
care. (Area Health Service)
It is an important program with considerable potential to continue to build on changes, and
keep pushing the boundaries. Up to now there has been limited emphasis on innovation
and risk taking to really explore alternate options. The strong focus on executive control
and performance control has meant some solutions were not actioned or changed, and
many innovations were not possible. A strong focus on organisational performance
management, targets and KPIs alone will only result in increased control, direction from
higher levels of the organisation and imposition of someone’s idea of a good model.
Successful projects occurred where local factors were explored, local issues identified and
local stakeholders had buy-in and engagement in finding solutions to improve services.
(Area Health Service)
The projects have been driven too centrally driven with too much reliance on
partners/consultants.  This has resulted in limited spread of skills and failure to apply the
methodology to specific issues that may be more relevant - specifically in rural areas.  The
reality of benefits of the program has not matched the rhetoric.  Without continued funding I
doubt that the methodology or changes will be sustained. (Hospital, not clinician)
None of the respondents to the online survey strongly agreed with the statement that ‘the changes
resulting from the CSRP will be maintained in the longer term’ and only 42% agreed with the
statement, indicating a considerable degree of uncertainty about sustainability.  This is consistent
with our findings in year 2 when none of the senior managers we interviewed were confident that
CSRP would just keep going on its own and data using the NHS Sustainability Tool indicated that
the two areas with the greatest potential for improvement across all the CSRP projects were staff
involvement and training to sustain the process and infrastructure for sustainability.
In the online survey we posed the question ‘what, if any, cultural changes have been brought
about by the CSRP?’  No consistent pattern was evident in the responses to this question.  Some
cultural changes were also identified by respondents to a question seeking important changes or
innovations resulting from the CSRP.  The responses to both questions referred to some
promising changes:
§ more of a ‘can do’ mentality
§ greater understanding of the need to think differently to redesign services
§ greater awareness that systems can be improved
§ willingness to look to industries outside the health system for ideas
§ the introduction of a ‘culture of change’ to improve patient flow/patient care
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§ an openness to change and innovation.
However, there were also some very negative responses as well:
§ the heavy performance driven approach
§ a ‘phenomenal’ increase in bullying
§ a culture of ‘butt covering, managing to the data, manipulating data’
§ work done as part of CSRP that has been ‘patronising, superficial, and an utter waste of time’.
The issue that prompted the most responses was that of teamwork, either between health
professionals or between departments, and the comments were generally positive i.e. that CSRP
had led to improved teamwork.
4.8 What might be done differently
The online survey included an open-ended question ‘what should be done differently if the CSRP
was starting again tomorrow?’  Responses focused on four main areas – the CSRP model, the
role played by the external partners, implementation and staff engagement.  The results are
summarised in this section in the form of a series of tables.
4.8.1 The CSRP model
Many comments were made about how the CSRP model might be done differently, covering
issues such as the time frames for components of the model, the type of projects to be undertaken
and the language used (Table 6).  Only two respondents suggested that there should be an
increased focus on patient experiences.  The comments did not propose radical change to the
model.
Table 6 What should be done differently – CSRP model
Level Suggestions about what should be done differently
Health
Department
More application of lean principles across an organisation rather than in part of an organisation
Longer timeframe with smaller chunks of activity
More of an ‘all of system’ approach
Area health
service
Focus on the methodology rather than specific metropolitan issues
Not try to do as many projects concurrently
Allow rural AHSs to determine their own projects
Enable AHSs to dictate their own projects
Should be a component of service development
Needs to be more integrated into the health system rather than a ‘stand alone’ program
Slightly longer timeframes for diagnostic phases
Smaller more focussed projects that respond to emergent issues of quality and safety as well as efficiency and
access
Make clearer that CSRP is different than service development/enhancement/expansion
More facilitation in seconding the 'right' personnel
Hospital, not
clinician
Greater flexibility in programs
Review all hospital service for all in theory offer 24 hour care
Recognition of variations between hospitals i.e. peer groups are not all the same
Localise the CSRP team members and second clinical people as CSRP leaders
Don't establish separate CSRP units at  ‘remote from clinical practice’ offices
Clinicians Do not inflict everyone with novel alienating vocabularies and rigid business methodologies
Ensure project managers/officers funded at each site to ‘maintain the rage’ and drive the change
Community rather than hospital focus for hospital avoidance
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Level Suggestions about what should be done differently
More focus on inpatient care particularly around patient flow and discharge planning
Do not set up different committees mid way through
Clear incentives and consequence for achieving the changes and performance target
Keep the same staff. Lost count of the changes
Other Be careful of using jargon
Improve goal setting
In addition, respondents working at the level of area health services raised several issues
concerned with the funding of CSRP e.g. distribution of funds central/peripheral, rural/metro, but
this was not raised by the other levels.  The suggestions involve changes to the methodology and
how the methodology is being applied, rather than rejection of the methodology.
4.8.2 External partners
Various comments were made about external partners in response to the ‘what could be done
differently’ question, with the most frequently occurring suggestion being that the use of external
partners should be reduced or be more ‘focused’ (Table 7).
Table 7 What should be done differently – external partners
Level Suggestions about what should be done differently
Health
Department
Partner use should deliver skills transfer at Exec, Manager, and Workforce levels
Area health
service
Reduce external partners and build on the internal capacity we have established
Less partner involvement
Less emphasis on external consultants
More limited and focused use of consultants
Consultants should be selected for specific contributions to a project
Less consultant input
Less external partner involvement (because now have capacity)
Following initial training, external partners only to be used when specific skills set required for projects
Recognise and appreciate the role of external consultants
Reconsider use of consultants
Hospital, not
clinician
Consultant from CSRP working at the clinical department level with managers , CNC's
Project teams be predominately health staff with expertise obtain externally when needed
Get external partners to help design the project approaches
Less external consultants involved - the people in the system know what they need to do
Clinicians Get rid of the poorly performing consulting firms earlier
Minimise the use of external consultants and keep them ‘invisible’ while trusting leaders to lead
Other External partners give credibility to expertise within internal stakeholders
Improve interaction between DoH, AHS, and external partners
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4.8.3 Implementation
Respondents identified implementation as one of the four main categories of suggestions for ‘what
should be done differently’ with comments covering the resources devoted to implementation, the
need for a greater focus on implementation and better monitoring of implementation (Table 8).
Table 8 What should be done differently – implementation
Level Suggestions about what should be done differently
Health
Department
Stronger focus on implementation and monitoring results beyond immediate implementation plan timeframes
Implementation needs to be supported in a more major way - financially, KPIs & personnel
Solutions need to be reviewed and those incomplete or underdone...revised & implemented
Area health
service
CRUs should be funded to monitor  / oversee solutions for a longer period
More resources dedicated to implementation of solutions
Increased focus from the beginning on implementation and change, not just focussed on doing a project
Hospital, not
clinician
Allow for identified changes to occur
Invest more on implementation
Better local implementation with more encouragement and less coercion
Clinicians Follow things through
Early availability of generic change management skills for clinical staff and empowerment to try things on a small
scale
Insistence on reaching attainable goals - stop folding at the first resistance
Other Invest in implementation more and analysis less
Have an option to attach resources to implementation of project strategies
4.8.4 Engagement of staff
Many of the comments about what should be done differently related to various aspects of
engaging staff, with a strong message about the need for more clinician engagement, especially
doctors, and more involvement of staff generally (Table 9).  There was one dissenting view to the
need for more engagement, from a clinician, suggesting that money and effort should not be
wasted trying to achieve ‘inclusivity’.  It is worth noting that none of these comments arose in
response to a specific question about staff engagement, but rather from a general question about
what should be done differently of CSRP was starting again
Table 9 What should be done differently – staff engagement
Level Suggestions about what should be done differently
Health
Department
More attention to staff engagement
More consultation and value a broader base of opinion and experience
More engagement of doctors
Enable staff to be a more a part or designer of solutions rather than being told what to do
More attention to staff engagement
More consultation and value a broader base of opinion and experience
More engagement of doctors
Enable staff to be a more a part or designer of solutions rather than being told what to do
Area health
service
Doctor in every CSRP
Senior clinician engagement
More engagement of stakeholders
More medical buy in
Senior medical officer and project team contracted prior to consultant commencement
Increased engagement of GMs
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Level Suggestions about what should be done differently
Greater academic input to engage clinicians rather than a performance focus
Hospital, not
clinician
Enable doctors to lead
More clinician empowerment
Much more concentration on engaging senior medical and nursing clinicians
Have greater front end staff involved
Working with staff at the coal face
Engage all disciplines equally in redesign and develop engagement strategies for each discipline
Better engagement of specialist doctors
Be part of the taskforces that are presently running at area health service levels
Clinicians Do not worship inclusivity and waste enormous effort and salary dollars trying to achieve it
Firmly established clinical/managerial partnerships supported by people trained in redesign
More local focus and empowerment
More involvement of clinicians at the coal face
Genuine medical involvement
Buy-in
More empowerment of clinicians who actually do the work
Buy-in by inpatient team
Give leadership to senior doctors and demonstrated health system clinical leaders
Engage GPs, primary care and community sector as true partners
Try to bridge the clinician/administrator divide
Resource doctor involvement: this is never done
Stop making care in vertical silos
Other Listen to staff
Stronger focus on communication with key doctors groups on the success of the approach
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5 Discussion and synthesis
In this section we bring together the findings from sections 2, 3 and 4 to explore and reflect on the
achievements of the CSRP and its impact.
5.1 Performance
5.1.1 Emergency departments
The CSRP commenced in mid-2005 with a strong focus on improving emergency department and
elective surgery performance.  The precursor to the program, the Access Block Improvement
Program (ABIP), had been implemented in the preceding 12 months to improve EAP in 10
hospitals with poor performance on this indicator.  The emergency department KPIs for CSRP
went further than just EAP to include triage and off-stretcher times.  As we pointed out in our
second report and illustrate in Figure 80 there was a statewide improvement in EAP about the
same time the ABIP started and a statewide improvement in triage category 3 and triage category
4 performance that started about a year later.  Although it is not possible to attribute improved EAP
to both programs and improved triage performance to the CSRP program it is possible to say that,
whatever the reasons, the results that were achieved were consistent with the goals of both
programs.  The majority view of the stakeholders we surveyed in year 3 is that best practice
models for emergency departments are more apparent now than prior to the commencement of
CSRP.  This perception suggests that improved performance is linked to ‘better practice’ in
emergency departments.
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One of the findings from the evaluation of the ABIP was that elective surgery performance had
declined in some hospitals at the same time EAP was improving – indicating the difficulty of
undertaking improvements on one front while maintaining performance on another.  The first year
of the CSRP was characterised by significant improvements in both ED and elective surgery
performance.  The latter half of the CSRP has provided another perspective on this issue with
indications of the difficulty posed by maintaining performance targets while at the same time
meeting budget.
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The data in Figure 80 are also indicative of a general pattern regarding the CSRP – early
improvement followed by a ‘levelling off’ of performance and, in some cases, a slight decline in
performance.  The improvements in emergency department performance resulted in hospitals,
groups of hospitals and AHSs all tending to move towards the target even, in the case of non-
metropolitan hospitals, if this meant a decline in performance.  The net effect was a reduction in
performance variation which, as we have said before, indicates greater equity in the health
system.
The major issue of inequity revealed by the performance data is the differences in EAP by age
group - children have the best access, older people the poorest - with EAP for older people failing
to meet the target of 80% throughout the CSRP.  What is noticeable is that once targets were
reached there was no ‘pushing on’ to further improvement and reductions in variation (inequity) did
not continue either, in fact if anything variation has tended to increase as some hospitals and area
health services drift away from meeting targets.  The one exception is performance for triage
category 4 where performance did improve beyond the target before levelling off.
There has been a noticeable decline in performance for Sydney South West AHS on EAP and
triage categories 1, 2 and 3, starting from the beginning of 2007.  We have been advised that this
is due, at least in part, to the implementation of a new system for data collection in the EDs within
that AHS.  We have analysed data by individual hospitals in SSW knowing the dates when the
new system was implemented in each hospital.  In most cases decline in performance precedes
implementation of the new system.  Some of the declines in performance, particularly for triage
category 2 are dramatic.  One hospital (Concord) has been able to maintain (and in the case of
EAP, improve) performance since the new system was implemented.  It is our understanding that
there will be an upgrade to the ED system in late 2008 to ‘fix’ the problem.  It may be that the
current situation (where the data is considerable to be unreliable) may be masking a true decline in
performance.
The data for performance indicators that did not have targets established as part of the CSRP (e.g.
occupancy rates and readmissions) indicates that performance is less likely to improve when
targets are not set i.e. what gets measured gets the attention.  There are indications in the data
that some area health services may be coping better with demand by maintaining performance in
the face of increasing ED attendances, the best example of which is Hunter New England AHS.
The performance indicator with the worst performance is off stretcher times, which have not come
close to target throughout the CSRP, with South East Sydney / Illawarra and Sydney South West
having the lowest level of performance.
5.1.2 Elective surgery
There have been significant improvements in the management of surgical waiting lists and the fact
that the number of long waits was maintained at close to zero for two years (July 2006 to June
2008) is a major achievement.  We concluded in our second report that the focus has been one of
redesigning the system for elective surgery by managing existing processes more efficiently,
improving measurement and accountability for performance and using policy to support practice,
rather than relying on improvements to processes at individual hospitals resulting from CSRP
projects.  The similar pattern of improved performance for elective surgery (for long waits and
urgent surgery) detailed in this report across different groups of hospitals and by all area health
services supports this conclusion.  The fact that improvements have been maintained, irrespective
of the presence or otherwise of a CSRP project, also suggests the influence of systemic rather
than local factors.
The one note of caution with regard to elective surgery relates to a steady build-up of demand,
with the number of people on the waiting list increasing by 8% from the end of 2006 to mid-2008
and the average time category 3 patients (the ones most likely to wait longer than 12 months) wait
for their surgery increasing by twice that amount (17.4%) over the same period (from 146.1 days to
171.5 days).  The number of people waiting 9-12 months for their surgery has also been
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increasing, slowly but steadily.  This is despite the fact that the number of new cases added to the
waiting list each month has been relatively static since 2003.
This may reflect a delayed consequence of the wait list policy introduced in March 2006.  That
policy resulted in a dramatic reduction in cases classified as urgent, making it much easier to meet
the targets for urgent surgery.  However, the policy increased the proportion of elective surgery
classified as category 3, consequently making it more difficult to meet the target for long waits.
The fact that for the last 12 months of the CSRP the number of long waits has been close to zero
rather than at zero supports this view.  As with the ED targets there has been no ‘pushing on’ to
continue reducing the time people wait for their elective surgery.  Sustaining the improvements in
elective surgery, particularly for long waits, may be problematic during 2008/2009 and beyond.  As
with the observation we made earlier about emergency departments the majority view of
stakeholders that best practice models for elective surgery are more apparent now than prior to
the commencement of CSRP suggests that improved performance is linked to ‘better practice’ for
elective surgery.
5.2 Quality and safety
Attempts to identify improvements at the system-level with data available from the Incident
Information Management System have been disappointing, although not unexpectedly.  Analysis
of recorded complaints and incidents did not indicate any changes in quality and safety.  This is
not to say that changes did not occur, simply that changes are not reflected in the data.  The
number of complaints and incidents either remain relatively unchanged or increase, with the latter
probably due in part to growth in the rate of reporting.  Increases in patient population (e.g.
emergency department attendances) may also have played a part.
IIMS is probably more useful at identifying trends over time to initiate action rather than to evaluate
outcomes, in part because of the confounding influence of the rate of reporting but also the broad
nature of some of the categories.  The Clinical Excellence Commission and the NSW Health
Department use the data to plan, design and implement state-wide improvement initiatives and
although this should reduce adverse events this has yet to be demonstrated (Braithwaite,
Travaglia et al. 2006).
In our evaluation plan we flagged that improvements in quality and patient safety were more likely
to be identified at the project level, rather than at the level of area health services, groups of
projects or groups of hospitals.  Our analysis of complaints and incidents data has confirmed this.
Those involved in the aged care projects have had difficulty identifying improvements to quality
and safety, either because they did not know of any improvements, did not know whether any
improvements had taken place or could identify only small improvements.  This is consistent with
the findings in our 1st and 2nd annual reports where those involved in many projects did not know
whether there had been any improvements in quality and safety.  In part, this would be due to the
absence of a systematic approach to project level evaluation but also reflects the lack of emphasis
on quality and safety compared to performance.
Three streams of work have been undertaken in the last three years to seek input from patients
about their care, each involving a significant investment of time and money – the patient
experiences work led by the Health Department, the VEM Patient Journey Study and the NSW
Health Patient Survey.  The concept of supplementing broad surveys across large groups of
patients with more in-depth work to elicit patient experiences is a sound one.  All provide rich
material for what patients want and value but it is difficult to gauge what impact this work has had
on the CSRP and the extent to which the results of this work will have been influenced by what
has been implemented by CSRP projects.  One stumbling block appears to be the ‘implementation
gap’ found elsewhere in CSRP.  The co-design work currently in progress in Hunter New England
and Sydney South West has the potential to inform how to bridge that gap.
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5.3 Counterfactuals
Counterfactuals are routinely used in the sciences and social science to both develop and
evaluate models and are based on the assumption that differences between factual arguments
and counter-factual arguments (‘what if’ arguments) are not as great as might be supposed.
Counterfactual experiments seek to analyse how varying different aspects of the past would have
affected the course of events (Lebow 2001) and have been widely used in many of the disciplines
that underpin management studies (Maielli and Booth 2008).  We have approached this issue in
two main ways in the evaluation by looking at what has happened to performance in other states
of Australia and to ask those involved in the program in NSW what they think might have
happened if there had been no CSRP.
Between 2005/06 and 2006/07 the percentage of emergency patients seen within the
recommended triage time improved more in NSW than in other jurisdictions.  Also, there has
generally been a greater improvement in NSW since 2004/05 in the timely treatment of elective
surgery patients compared to other states although NSW still has a relatively long waiting time for
elective surgery at the 50th and 90th percentiles.  NSW has seen a much greater reduction in the
percentage of patients waiting longer than a year for their surgery, to the point that NSW was the
best performing state on this indicator by mid-2007.  For inpatients the picture is slightly different,
with NSW not performing as well - patients are generally admitted to hospital for longer periods of
time compared to other states based on data for RSI.
The improvements in performance in NSW for triage categories 2, 3 and 4, the improvement in the
percentage of patients operated on within the recommended time, and the reduction in the number
of people waiting longer than 12 months for their surgery, taken together, indicate improvements in
emergency department and elective surgery performance in NSW that are not matched by the
other states.  All states would be undertaking a range of activities to improve performance as part
of the normal course of doing business but, as far as we are aware, none of the other states had a
coordinated reform strategy (of which CSRP was a part) with the same level of resources as NSW.
All of which suggests that, in the absence of the reform strategy, emergency department and
elective surgery performance would not have improved to the extent that it did.
This view is supported by the perspective of the stakeholders we surveyed who thought that
performance (80% of respondents), safety (75% of respondents) and patient experiences (58% of
respondents) would all have been either worse or much worse now if there had been no CSRP,
with very few respondents believing that performance, safety and patient experiences would be
better now if there had been no CSRP.
5.4 ‘Voltage drop’
The counterfactuals questions elicited the most optimistic view from the Health Department
respondents i.e. a greater percentage of respondents who perceived that performance, quality and
safety would be worse now if there had been no CSRP.  This pattern of Health Department
respondents having a more optimistic view about the CSRP than those working on the ‘frontline’ in
hospitals was reflected in many of the responses to the online survey, covering program outcomes
(at both an individual and system level), whether the program was worthwhile and likely future
benefits.  This is illustrated in Figure 81 which summarises the responses to a range of questions
where this was most evident.  The congruence of Health Department and area health service
perceptions is notable.
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5 The CSRP was a worthwhile use of staff time and resources.
6 The CSRP was worth the amount of money it cost ($70 million over three years).
14 The changes resulting from the CSRP will be sustained in the longer term
15 The CSRP achieved significant benefits
16 I have gained new skills and capabilities from the CSRP
22 The NSW Health system now has a greater capacity for implementing changes to clinical services
compared to three years ago
24 The NSW Health system is now better at sharing ideas and information about new ways of working
than it was three years ago
Most, but not all, of Health Department respondents had a significant exposure to CSRP through
their work in the Health Service Performance Improvement Branch.  Likewise, many of those
working at the area health service level also had significant exposure, either from their work in one
of the area clinical redesign units, or from their role on an area executive as project sponsor or
with management responsibility for a clinical redesign unit.  The ‘voltage drop’ from this group to
those with day-to-day responsibility for services (both clinicians and non-clinicians) is one of the
most pronounced findings from the evaluation.
Such voltage drops are not uncommon in change/improvement programs like the CSRP,
particularly those that have been initiated ‘top down’, and where the ‘creators’ - not surprisingly –
are found to accord greater value and worth to their program than do the ‘recipients’ of that
program (Bate et al 2000).  This is referred to in organisational development by the maxim
‘authorship equals ownership’: the more people feel they have created a program, the more they
will feel it is ‘theirs’ and feel disposed to defending or justifying its value.  The recipients on the
other hand are often cynical or critical regardless of the actual results of the program per se
because of the top down manner in which it was introduced and the feeling that it was never theirs
to value or feel positive about (Bate, Khan et al. 2000).  The nature of the differences between the
Health Department / AHS responses and the hospital / clinician responses raises doubts about the
level of dialogue occurring between these two groups, dialogue being one of the mechanisms by
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6 Sustainability strategy
A sustainability strategy for the CSRP was developed in May 2007 (Brown 2007) and includes
nine streams of activity to be undertaken simultaneously to sustain the program, three of which
have a strong focus on learning and development:
1. Creation of the Centre for Health Care Redesign (the redesign school) to develop a team of
redesign engineers who ‘will be equipped to lead with the skills that have been previously
sources from the external partners’.
2. Creation of an E-Learning Platform consisting of a self-learning program to be used by
managers to solve operational problems by applying the redesign methodology.  It was
originally intended that the platform would be ready for launching in Spring 2007 but has been
delayed by about one year.  The platform would align with the programs run by the Clinical
Excellence Commission and the learning and development programs in each area health
service.
3. Engaging clinicians.
4. Implementing a communications plan.
5. Chief executives ‘driving the change’ by a ‘transition’ of ownership from the Health Department
to the CEs.
6. Patient journey and experience becomes core – this includes the use of KPIs that support a
focus on patients, ‘understanding and measuring patient and carer experience’ and use of
performance reporting on patient experience.
7. Capability development, which would involve managers developing their skills in redesign with
support from ‘educationalists’ in the Performance Branch of the Health Department and
creating alignment ‘with the learning and development teams across the system so that
redesign skills to achieve performance improvement become integral to our broad training
programs’.
8. Continued exploration of information technology to support redesign.
9. Establishment of a uniform method of reporting results and benefits, including cost benefit
analysis.
We make the following observations about six of these streams of activity:
Stream 3 – there has been a lot of work to engage clinicians but there is general recognition that
doctors have not been leading the CSRP, indicating the need for a different approach if clinical
redesign work is to continue (further discussed in the next section).
Stream 4 – inclusion of a communication plan in the sustainability strategy was to increase
involvement in clinical redesign by targeting nine groups of staff (by occupational group).  Activities
undertaken in 2007/2008 include the re-branding of clinical redesign as ‘redesign’ (complete with
logo and corporate style guide); preparation of a booklet to inform middle and lower level
managers about redesign; work to increase awareness of the Centre for Healthcare Redesign; and
activities to promote specific programs such as medical assessment units.  There is a reliance on
passive dissemination of information, which is understandable given the size of the workforce, but
this approach may have difficulty ‘cutting through’ to some of the key groups, particularly clinicians.
Section 5 – with the exception of Hunter New England, which will continue the redesign work of its
Maggie Program, none of the AHSs has a clear plan to continue clinical redesign.  CEs ‘driving the
change’ appears to be problematic, particularly given the online survey results that, after three
years of the CSRP, there is a lack of agreement that chief executives have been driving the
CSRP.
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Stream 6 – extensive work on patient experiences has been undertaken and is now embedded in
CE’s performance agreements but unless this can produce demonstrable improvements there is
the risk that this activity loses credibility.
Section 8 – our findings support the need to continue the work to provide better information
technology to support clinical redesign, with a general view that such systems are not yet in place.
Section 9 – the Health Department commissioned cost benefit analyses of three models of care –
extended day only (EDO), non-EDO surgical management using protocols, and medical
assessment units.  A draft final report (dated September 2008) on the first two of these models has
been prepared.  The report notes that ‘consultations with study hospitals indicated that the non-
EDO model has not been implemented’.  Based on data from three hospitals the report identifies
small savings from use of the EDO model.  This should be treated with caution given that the
report is yet to be finalised.
To explore what was occurring in the remaining three activities we sought feedback from those
attending the first redesign school15 and interviewed staff working in learning and development
units in each area health service.16  We also include some observations about the ARCHI web
site.
6.1 Clinical redesign school
The first cohort of people to attend the redesign school included 24 people from all area health
services, the Children’s Hospital Westmead and the Ambulance Service.  The program consisted
of 20 days of face-to-face teaching and a requirement that each student undertake a redesign
project in their place of work.
Seven students provided feedback (29%).  All made favourable comments about the program,
some more enthusiastically than others:
It did an excellent job of preparing me to undertake my project and future projects.
It would be extremely difficult to commence a redesign project without the support and
information provided by the school.
I have enormous praise for the program and consider it to be the most valuable
professional development experience I've had in my career.
The content was mostly relevant- but there were exceptions … I did learn a lot but my
experience was not good.
Generally the redesign school was of an excellent quality.  The content provided was highly
appropriate and on a whole extremely well delivered.
The school was well intentioned and provided us with some good tools.
Various comments were made about how the structure of the program could be improved,
including suggestions that the sessions on implementation and evaluation be included earlier in
the program, but there was also recognition that this was the first program that had been run and
that such ‘tinkering’ with the program was to be expected.
                                                
15 It was originally intended to undertake focus groups with students in the redesign school but this provided to be logistically difficult.
One member of the evaluation team attended the final session of the redesign school and delivered a presentation on how to prepare
an article for publication.  At the end of that session students were invited to provide feedback (by email) to the evaluation team about
how well the program had prepared them for undertaking a redesign project, how well they had been supported and any suggestions
for improvement.  One student requested to provide feedback by phone and this was done.
16 Eight people were interviewed, from seven area health services, all working in area-based learning and development units.
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Two students indicated that there needed to greater clarity about the relationship between the
redesign school and their area health service:
I would have found it helpful to have had a better understanding, from the beginning, of the
relationship / reporting lines between the school, the project sponsor(s) and the Area
Health Service Clinical Redesign Unit.
The area health service and the redesign school did not appear to be talking to each other.
Students commented positively about the support they had received from those running the course
and their fellow students, particularly the sharing of knowledge between students.  The teaching of
the program was undertaken by external consultants and staff from the Health Service
Performance Improvement Branch, which one student commented:
sent a clear message that the DOH does not value existing staff skills and knowledge and
this was patronising and destructive.
Two students commented about what they felt was pressure being applied by the Health
Department to think in a particular way:
Pressure was put on the students by the Department.  I didn’t like being told that If you
don’t do that (such as doing a presentation) XXX will be very upset.
I found the continual linking of what we were doing to what XXX wanted or thought was
right was disingenuous.
6.2 Links between CSRP and learning and development units
The educators we interviewed have had little or no involvement in the CSRP other than some
informal links and ad-hoc requests for assistance from local clinical redesign units, with one
notable exception:
Since clinical redesign started in our area health service we’ve had a partnership with the
clinical redesign unit in their knowledge and skills transfer plans, so they’ve engaged with
us, involved XXX as Director, myself as the person who is doing a lot of the training and
development work in shaping what the knowledge and skills transfer would look like.
When asked about the redesign school the educators responded by saying that it was something
they were ‘aware of’ or had ‘heard of’ but that was about all.  One educator, who did appear to
know more about the clinical redesign school, when asked for their view about the redesign school
and the E-learning platform responded:
I don’t have a positive view because workforce issues and workforce development matters
should happen through the workforce development and leadership branch in the
department.  Clinical redesign sits uncoupled within the performance branch.  No
communication with anyone else … these guys, in the performance branch, have decided
that they’re going to set themselves up outside of the system as some sort of education
and training experts.  They’ve gone and brokered agreements and initiatives that are just
uncoupled from everything else … this has been going on ad nauseum within that branch.
That’s a problem.  Because when you do that, it’s not going to happen for you.  That’s why
everyone in the state is uncoupled from them.
The idea of being ‘uncoupled’ was echoed by another educator:
My major criticism of the Department of Health in the years that I’ve been a learning and
development manager, has been the absolute lack of communication and coordination
between the various branches within the Department and the impact that that has on area
health services whose core business is the delivery of healthcare and on the education and
training units within the area health services who are struggling to keep up with the
demand.
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One aspect of the CSRP that some educators were aware of, and spoke positively about, was the
program to teach the Accelerating Implementation Methodology (AIM).  We noted in our second
evaluation report that those who have attended the training have found it to be very useful,
particularly for understanding the issues of stakeholder management and project sponsorship.
Some area health services now have staff accredited to undertake the training.  In general, the
educators also spoke positively about the links they have with the leadership program run by the
Clinical Excellence Commission.
6.3 The ARCHI website
One important issue regarding sharing and learning concerns the ARCHI (Australian Resource
Centre for Healthcare Innovations) website.  This has been used throughout CSRP as a repository
for the many reports produced by projects.  At the end of the program there were 145 documents
on the website generated by the CSRP projects, amounting to approximately 250 MB of material.
What is surprising about these documents is that none contain details about what was achieved,
how it was achieved and what may have helped or hindered implementation of individual projects.
For most projects the final report (in terms of date) is either an ‘implementation planning’ report or
a ‘final’ report which might include some information about progress with implementation.  This is
not to say that further work hasn’t been done on project-level evaluations by various area health
services but this has not been made available in a systematic way.  Although lessons can be
learnt from diagnostic, solution design and implementation planning reports there is far greater
potential for learning by sharing what happened during and after implementation occurred.
6.4 Summary
In our 2nd annual report we observed that the draft sustainability strategy showed much promise
and we encouraged its ongoing refinement and implementation.  The strategy does not appear to
have undergone further refinement.  Implementation has focused on the redesign school and the
development of an E-learning platform.  Both of these strategies may well prove to be very useful
but we have major concerns that neither is linked in with existing learning and development
programs provided by AHSs.  The issues identified in the strategy (e.g. engaging clinicians, CEs
driving change) are just as valid now as when the sustainability strategy was written but the issue
of sustainability is now much broader, including consideration of whether there should even be a
redesign program at all.  To advance this issue we refer to the next section of the report, which
explores a series of ‘design rules’ for sustainability.
7 Lessons from the CSRP regarding future sustainability
As the three year program draws to a close, questions about the sustainability and longer term
legacy of the CSRP come naturally to the fore.  Evidence suggests that similar large-scale change
programs of this type are time-limited in their impact.  Unfortunately, they ultimately ‘get stuck’ or
run out of steam, having failed to establish the self-fuelling continuous quality improvement (CQI)
process that would have allowed them to flourish and grow beyond the lifetime of the program
itself.
Significantly, none of the respondents to our online survey strongly agreed with the statement that
‘the changes resulting from the CSRP will be maintained in the longer term’, with only 42% in
agreement with the statement (p.91).  There are already some empirical grounds for this
pessimism in CSRP’s inability to sustain itself.  For example, on a number of KPIs, there was
improvement in the first 18 months (associated with many factors including the ‘halo’ effect of a
new program), followed by a levelling off in the second year and then some slippage or decline in
the third year.  That said, NSW has seen more consistent improvement than other states in
measures such as timely emergency department treatment.
Nevertheless, there has (literally) not been continuous improvement throughout this period and
therefore de facto some doubt as to whether CSRP has yet been able to prove itself as a
continuous improvement methodology.  The 3rd year survey results also reveal a worrying ‘voltage
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drop’ in support, energy and commitment to the CSRP as one moves out from the centre to the
local teams.  This may become even more pronounced as the performance pressure from the
centre declines and the formal program comes to an end.
Further empirical evaluation following this last report would obviously be required at some point in
the future to ascertain the true nature and extent of the CSRP legacy.  But there are already some
strong pointers from the first three years as to what needs to happen if the gains of CSRP are to
be ‘held’ or indeed improved upon in the future through this or any new generation of programs.
We have chosen to present these lessons in the form of ‘design rules’ or principles of the ‘if you
want to achieve X in situation Y, then Z might help’ variety (Plsek, Bibby et al. 2007) for future
programs.  These broad rules or principles, derived from the experiences of the last three years of
the CSRP, may be categorised under a number of headings.
Our recommendation is that these need to be debated widely by program leaders and used in the
co-design of whatever the follow up to the CSRP will be.  This is why post-program leadership and
management are so crucially important in ensuring sustainability and an unbroken connection with
any future program initiatives.
The change model itself
§ Explicit and rigorous examination of the (largely implicit) design assumptions, values, and
methods upon which the CSRP program has been built, leading to possible changes to the
model.  Change programs often fail or underachieve because certain design flaws had been
‘programmed’ into them from the outset.
For example, the assumption that a program has to be driven and driven hard with direct and
constant intervention from the centre may have been justifiable and effective in the first
instance but should it have been present for the full duration of the program?  Was the
assumption that the goals of CSRP could be achieved through incremental change or
transformational change (a paradigm shift) ever debated and made clear, and was this
assumption agreed and correct?  Was the assumption correct that methods and solutions
could be replicated regardless of geography or whether they were rural or metropolitan sites
(the one model fits all assumption)?  Was the assumption that the program should be based
on competition or collaboration between sites and areas, debated and agreed upon?
§ Recognition and, if necessary, resolution of the differences and possible conflicts between a
‘performance management model’ and ‘change/service improvement model’ of the kind that
has been combined in the CSRP.  For example, the purpose of the change model is to build
resilience and increase the readiness and desire for change whereas a performance
management model may actually reduce this.
§ Recognition that quality and performance improvements can be made on a project-by-project
basis but will not be sustained unless there is also wider system change (changes in structure,
culture etc) and multi-level involvement from the centre (providing strategic and program
leadership), area (operational leadership) and hospital (project leadership).
The more marked performance variations between areas and hospitals, and success on some
KPIs and not others, in the latter part of the CSRP suggest that the program may not be
achieving the required changes at the whole-system level.  However, as we have noted
elsewhere, performance variability has reduced between areas, if not age groups.
The Health Department itself has recognised that more of an ‘all of system’ approach is
needed in future.  However, the survey results contradict this to some extent, with the majority
of respondents at least perceiving that there had been system wide improvements in patient
care.
The cultural dimension is particularly important here: for any continuous improvement
methodology to work there needs to be a continuous improvement mindset to accompany this,
and not the mindset remarked on by one of the respondents in the aged care project that
‘It all sort of came to an end once the final report was written and distributed’.
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The responses in the online survey to the question ‘what cultural changes have been brought
about by the CSRP?’ suggested that there had been some cultural change over the lifetime of
the CSRP, although many of these had been of the negative variety.  In particular the
emergence of a culture of ‘teamworking and change’ bodes well for sustainability beyond the
life of the immediate program.
§ Awareness of the possible ‘knock-on’ effects of an intervention elsewhere (‘unintended
consequences’) e.g. reductions in long waits may lead to reduced focus on other types of
elective surgery.
§ A model that not only produces behavioural change (different ways of ‘doing’) but also
cognitive/mindset change (different ways of ‘thinking’ about performance, safety and quality).
The ‘theory of change’ driving the CSRP and beyond must be able to explain how that
cognitive change is to be and has been achieved.
§ A program that is effectively (and variously) ‘framed’ in order to enlist the support and win the
hearts and minds of participating stakeholders – the notion of framing for engagement.
Framing is what overcomes resistance and negativity and energises and makes a program
irresistible – people ‘do’ it because they want to do it and it ‘makes good sense’.
Doctors proved the hardest group to engage and some respondents remarked that people
were ‘told what they should be thinking’.  Framing is more about aligning with, and appealing
to, that thinking – accommodation rather than domination.  The test of sustainability in this
regard is that the engagement continues after the end of the program and gains are held or
improved upon even when the context becomes less ‘friendly’ and ‘receptive’ (e.g. increases in
patient attendances, demographic changes, reductions in resources).  Put another way,
change programs cannot always depend upon there being a receptive context but will be
sustained nevertheless if, as the result of good framing, they succeed in ‘resonating’ with the
values and outlooks of those involved.
§ Clarity and consistency in the boundaries, scope and direction of improvement projects.  An
example of this were the aged care projects where there was agreement about whether the
focus was on the broader patient journey or aged care specific services.
§ Completion (repeatedly) of the full cycle of change (diagnosis and analysis, solution design,
prototyping, piloting and testing, full implementation, learning and evaluation, diffusion and so).
Many respondents over the last three years have said that this did not occur - that the process
stopped at the talk stage; that some stages were missed out or there were long delays
between phases that caused energy to ebb away.  In many cases implementation became
more of an afterthought as change fatigue crept in and resources dwindled.  Results from the
online survey showed a clear majority at every level in favour of investing more time, effort and
resources in implementation – a further indication of a weakness in this area.
§ Patient and user involvement that can assist in sustaining the improvement program, as it taps
into an additional, and often abundant (and usually freely available), source of energy.  Patient
involvement in CSRP projects was limited to interviews and consultations but there was little
evidence of a partnership in the co-design of solutions.
Goals, targets, measures and outcomes
§ Aims, targets and goals that are simple, clear, focused, and agreed.  Our evaluation data show
that performance is less likely to improve when targets are not set – what gets measured gets
attention.  The most sustainable achievements are from more narrowly-focused projects,
although this may reflect a failure of the change model to be able to accommodate more
complex, system-wide interventions.
§ Top-down targets that will inevitably need to be modified or re-crafted at the local level, with
sufficient ‘headroom’ to allow this to happen (without necessarily compromising the core
targets)
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§ Local teams that are given as much freedom as possible in setting their own targets and
determining the methods and means by which these will be achieved (the issue of locally
determined and locally owned targets).
§ Stretch goals and incentives that exercise a strong ‘pull’ for further improvements and maintain
forward momentum in the change effort (a target that is conservative and routinely met will lose
its motivational effect, as may have happened in the CSRP on issues like length of stay).
Once targets had been reached in ED and elective surgery there had been no ‘pushing on’ to
further improvements, with performance levelling off or ‘drifting’.
§ Targets with ‘motivational relevance’ – people have to see that there is a strong rationale and
compelling case for a target not only in terms of the needs of the organisation and patients but
their own local needs and goals.
§ Tangible gains – and the feeling of achievement and progress accompanying that – to help
sustain a program.  Respondents in the aged care projects on the whole felt that, at best, only
‘modest’ or and ‘slight’ improvements had been made.  However, this was contradicted by the
survey, with the majority of respondents expressing the view that CSRP had resulted in
system-wide – and therefore presumably substantial – improvements – although this
percentage declined significantly the nearer one came to ‘ground level’.
Information and resources
§ Sufficient ‘slack’ resources for people to continue to work on the program (backfill etc).
§ Sufficient savings from improvements in performance to fund the costs of the improvement
program.
§ Adequate resources for training and development, including visits to other countries and states
to study their practices and attend specialist improvement conferences such as the IHI and
BMJ forums.  Our perception is that there has only been limited opportunity for this and some
suggestion of ‘program parochialism’ or ethnocentrism.
§ Effective development and use of data and information systems.  Respondents to the online
survey referred to improved data collection and analysis during the lifetime of the CSRP, but
were of the view (clinicians particularly) that good information systems to support clinical
redesign were still not in place by the end.
Learning & knowledge transfer & the role of external experts
§ A clear delivery process for transferring and embedding the learning from external consultants
and other specialists into the fabric and skills base of the organisation itself.  While health
department and area staff believed this to have been the case for them personally and for the
projects, respondents at hospital level had much greater doubts.  This is suggestive of deeper
relationship problems between insiders and outsiders, especially at the project level, and,
according to those involved, the natural tendency among external consultants to put more
effort into achieving a target than helping put in place a sustainable improvement process.
Only a relatively small percentage of clinicians and non-clinicians at the hospital level felt that
the external partners had made a worthwhile contribution.
The external knowledge and expertise also needs to be healthcare specific not generic, with
another criticism at hospital level being that external consultants were not always familiar with
healthcare organisations.  The most direct commentary on whether there has been sufficient
knowledge and skills transfer from the external consultants – and therefore sustainability - is
found in the responses to the survey statement: ‘I am confident that staff in the NSW Health
system are now able to carry on redesign work without the support of external consultants’.
Based on the results there appears to be little confidence on the part of those working in the
hospitals that redesign work can now be undertaken without external support.  On the other
hand, the establishment of a clinical redesign school has the potential to make all the
difference in terms of internal skills development and sustainability and the responses to the
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program from the first cohort of students have been generally favourable.  However, there is a
perceived ‘disconnect’ between educators at area level and the CSRP.
§ Regular dialogue and review meetings and workshops, and informal dialogue between people
at different levels of the service in order to share lessons and ideas, and exchange
experiences (principle of mutual learning and exchange).  Just over 60% of all respondents in
the 3rd year survey agreed or strongly agreed that the NSW Health system is now better at
sharing ideas and information than it was three years ago.  This is, of course, a different matter
from whether this will be sustained now the program has come to an end.  The continuation of
the ARCHI website with its repository of improvement information is likely to contribute towards
sustainability, although there are worrying gaps in information about lessons learned, solutions
and achievements and no project-level evaluations.  There is as much to learn from initiatives
that are not successful as there is from ones that are.
§ A high level learning process to capture, discuss, disseminate, feedback and ‘recycle’ the
learning from any ongoing evaluations back into the program (i.e. a formative as well as
summative evaluation process).  Change processes are learning processes – no learning, no
change.  There has been no formal or informal dialogue around the various evaluation reports,
including our own; and in some cases dissemination of final reports has been delayed or not
occurred at all. Positive feedback and dialogue resulting from an evaluation can also help to
sustain a project or program.  Unfortunately CSRP project-level evaluation did not take place
on a sufficiently regular or systematic basis for this to happen.  Any dissemination between
project teams themselves has been limited, unplanned and relatively ad hoc, and professional
networks have not generally played any major role in this.
§ Local teams that feel they can experiment, pilot and test new processes and practices – which
also means being able to fail. The whole point of prototyping is to discover – and rectify -
mistakes earlier.
Program Leadership
§ Top down performance management to produce the necessary effort and compliance for short
term improvements (compliance based change) but this will not be sustained unless there is
genuine local mobilisation and bottom up energy and commitment from those actually involved
in making the improvements (commitment based change).  The ‘voltage drop’ in levels of
optimism, support and commitment to CSRP between the Centre and local improvement
teams may suggest a weakness in this regard.
§ Given that top down performance management becomes less effective over time, top leaders
need to ensure that there is a change process in place that moves progressively from a ‘make
it happen’ to a ‘help it happen’ approach (coercive leadership to enabling leadership), with a
coercive, directing approach giving way to a more collaborative, supportive leadership style.
§ People do not respond well to a bullying kind of leadership.  Just as not enough top down
pressure causes people to ‘go to seed’, too much of it causes them to ‘go to ground’
(manifested in ‘gameplaying’ and a reluctance to compete with others) and takes the
necessary resilience for change out of the system.
§ Projects need ‘clear and present’ executive sponsorship to sustain them through good and bad
times.  Our survey results are not chief executives had not been a driving force in the CSRP.
This raises questions about whether forward momentum will be maintained.
§ Projects at all levels need to be clinically led.  The survey showed agreement at all levels that
doctors had not played a leading role in CSRP and that a good deal more effort should have
been made to engage, empower and give positions of leadership to clinicians.
Cross-program integration
§ CSRP has been only one improvement program among many (Maggie, Access Block, HR
changes etc), some of these pre-dating CSRP but continuing to be run in parallel with it (which
is what has made attribution in this evaluation difficult if not impossible).  However, stated as a
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design principle, sustainability requires synergy, support and integration between programs
(and those that run them) as they strive to meet their improvement objectives.  There has been
some ‘walling off’ of CSRP from other initiatives and a lack of dialogue between different
branches in the centre where these various initiatives have been housed.  One potential
consequence is that there may be insufficient knowledge, will or sense of ownership to
guarantee that the momentum will be maintained and sustained.
To the question ‘what should be done differently?’ area health service respondents stated that
CSRP needed to be more integrated into the health system rather than a ‘stand-alone’
program - the problem with ‘stand-alone’ programs being that they may also end up ‘falling
alone’.
§ Improvement programs will tend to sustain themselves if there is well developed cross-team
working and regular meetings between the different professional groups on the patient journey.
More than half of the respondents to the online survey agreed that team work between
different departments had improved since the CSRP had begun.  Since sustainability resides
in the web of relationships and regularised processes, this bodes well for any future program).
We commented in our second report that a circuit breaker was required to create a sustainable
framework for ‘redesign principles’ so that they become widespread across the NSW health
system.  The strategy proposed by NSW Health had nine streams of aligned activity designed to
pass ongoing responsibility from the Health Department to each area from May 2008 onwards.
One year on, there is little evidence to suggest that this strategy has been implemented, with the
exception of creating a central clinical redesign school and the development of an E-learning
platform.  Our conclusion is that, without ongoing leadership and resources, the achievements of
the CSRP are not sustainable.
Yet the need to keep improving the system remains as strong as ever.  What is needed for the
future is a tool kit of methods (which includes the CSRP methodology, clinical services planning,
collaboratives and so on).  The CSRP methodology works well when used in the right situation.
But it is not the only way to achieve improvements in efficiency, quality and safety.  The second
requirement is thus critical – the organisational ability to select the right tool for the job.
However, agreeing on where to go from here is not just about the range of tools.  It is now timely
for the Health Department to undertake its own in-depth review of the change model underpinning
the approach to service redesign (including the assumptions, theories, concepts and methods
driving it) to ask whether it is fit for the purpose of sustained continuous improvement within NSW
Health.
While large-scale change is about planning and performance, about tools, targets, methods and
measures – all defining qualities of the CSRP as revealed by our evaluation - it is also about
engaging, mobilising and energising, about connecting with local aspirations and agendas.  It is
about ‘helping it happen’ and not always trying to ‘make it happen’.
Despite the fact that the performance of both emergency departments and elective surgery has
clearly improved over the three years of the CSRP, there is a strong public and staff perception
that the NSW Health system is not delivering what the community needs.  This is perplexing for
many senior executives and managers who, relying on a narrow range of KPIs, have been unable
to convince key hospital staff, opinion makers and patients that the overall performance, quality
and safety of the system has improved.
In part, this dissonance is the natural consequence of the current structure of the NSW health
system, the top-down approach that has been apparent over the three years and the failure to
adequately address more fundamental cultural and leadership issues.  While not specific to CSRP,
addressing these fundamental issues that are facing the NSW health system as a whole is the key
to maintaining the improvements that the CSRP has achieved to date and in driving the next stage
of reform.
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Appendix 1: VEM patient journey study year 3
The patient journey is described in the VEM study17 as six key phases: Getting Ready for Hospital,
In Hospital, Clear Health Care Information, Scheduling – The Way Forward within the hospital,
Patient and Carer Respect, The Next Steps: the Journey Home.  The patient questionnaire, results
and recommendations have been organised around these six phases, with the 9 hospitals being
grouped together and data reported for each phase.  In addition, the results have also been
reviewed by the four programs included in the sample: 23-hour admission for elective procedure
(25 interviews at Gosford, Nepean and the Children’s Hospital Westmead), emergency - triage
category 3 (28 interviews at Fairfield, Royal Prince Alfred and John Hunter hospitals), cardiology
(17 interviews at Sutherland and Blacktown hospitals); and aged care (10 interviews at
Wollongong Hospital).  The interviews were conducted between April and May 2008.  The entire
sample was admitted via an Emergency Department with the exception of the 23-hour admissions.
The third report is divided into ‘sub-reports” – overall findings, alignment of management and
patient perceptions, detailed findings by phases of the journey, and detailed findings by programs.
The overall findings stated that the patient journey is greatly improved and patient perceptions of
their entire hospital experience has improved across the six phases of the patient journey over the
three years of CSRP (p12).  There were significant improvements in the ‘getting prepared for
hospital’ and the ‘journey home’.
However, patients interviewed felt that there were areas for improvement and these are outlined in
the report.  For example, medication management was raised, as patients identified several issues
that affected safe and effective administration of patient medications.  These included existing
medications are often given at different times than the patient’s routine at home, which can create
confusion for some patients’; failure to explain changes in medications; and failure to explain what
medications do and how they work together (p14).
Patients reported that they perceived respect to be very high but comments and patients’ stories
demonstrated that the level of respect shown for patients throughout their journey can still be
improved, which would result in better patient experiences and health outcomes (p15).
The report stated that over the three years there is evidence of alignment between the perceptions
of high-level stakeholders and Area Health Management and perceptions of patients.  ‘In Year 3
this alignment has been clearly evident in a number of areas, including:
§ Performance indicators do not measure the impact on patients in terms of their outcome, nor
measure improvements in the patient experience.  This perception was identified by
management and was confirmed by the experience of patients.
§ Lack of specialists to provide or confirm timely diagnosis.  Patients identified this issue as an
obstacle to their care and a contributor to an increased length of stay on hospital.
§ Training of staff in communication skills is necessary to improve the patient journey.
§ Patients are confronted with additional communication barriers when being treated by
overseas-trained staff. (p 11).
For the 23-hour admission program the report states that the ‘23-hour admission program across
the three hospitals tested was providing an effective service characterised by a good beginning,
coordinated care throughout which was continued to ensure a smooth transition back to home and
the community.  Significantly there were no cancellations or rescheduled surgeries in the sample.
The biggest gap was in the provision of timely appropriate healthcare information and allowing
                                                
17 VEM (2008). The patient journey: understanding grows in Year 3 of CSRP, the Patient Journey Evaluation Study for 2008, Value
Enhancement Management.
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patients the opportunity to clarify and concerns or questions they had in relation to their healthcare’
(p 55).
Some of the issues arising from the ED interviews may be a risk in terms of quality and safety:
§ Lengths of time patients wait from presentation at the ED to triage.  Some patients reported
that this was in excess of two hours
§ Patients arriving by ambulance prioritised for admission to ED while patients presenting at ED
by other means are waiting longer.
§ Delays in treatment and care associated with public holidays and perceived understaffing.
§ Inappropriate use of Emergency Medical Units (EMUs) - ‘some patients were in these units for
days on a trolley until they were transferred to a ward’ (p62).
§ Availability of specialist staff to make appropriate medical treatment decisions.
§ Patients unable to understand overseas trained medical staff.
Issues arising from the aged care interviews and flagged as improvement opportunities included:
§ Food packaging is an issue with patient reporting difficulty in managing the packaging to
access the food.  It was reported that this could contribute to potential dietary deficiencies.
There was a noticeable difference between the use of pre-packaged food versus plated food
both in quality and ease of access.
§ Patients and carers would appreciate greater information provision to carers generally.
However, carers often are not present when staff is providing the information.
§ Some evidence of prejudicial attitudes toward older people (both from these interviews and
more broadly across the entire sample of interviews in the study)
The report includes 24 recommendations, with the main focus being recommendations for
improving communications to assist with a smooth patient journey.  Two recommendations are to
publicise the complaints process, including the ability to lodge a complaint anonymously, and
provide complaints process information in multiple languages.
The study provides information on procedures or strategies that make a difference to patient
experiences and their outcomes that could be shared across different hospitals / sites.  For
example, patients found staggered admissions to the 23-hour program to be a positive experience.
Another hospital insisted on all patients having something to eat and drink prior to discharge, and
the patients at this facility did not have any sense of being rushed.
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Appendix 2: NSW Health Patient Survey
The NSW Health Patient Survey was developed to gather information from patients and carers
across NSW about their experiences with health care services to identify areas for action and
improvement, and to redesign service delivery to better meet the needs of patients.  It is
anticipated that the survey will be conducted on an annual basis.  The results of the 2007 survey
cannot be used to evaluate any potential impact of CSRP as there are no pre-CSRP data.
The survey includes eight patient categories, which each have their own custom-designed
questionnaire based on the eight dimensions of patient–centred care identified by the Picker
Institute - access to care, coordination and integration of care, information and education, physical
comfort, emotional support and alleviation of fear and anxiety, family and friends, transitions and
continuity of care, respect for patients’ values, preferences and expressed needs.
The survey was conducted across the eight area health services and the Children’s Hospital
Westmead with 216,575 questionnaires sent out in June 2007, to patients in NSW who received
inpatient and non-inpatient services during February 2007.  The response rate was 38% (74,659
completed and returned questionnaires.  The lowest response rates were mental health inpatients
(24.8%) and non-admitted emergency patients (27.8%).  The highest response rates were day
only inpatients (52.4%) and cancer care patients (58.7%)
Survey overall results
The results across all patient categories identify the key drivers most associated with perceptions
of overall care are ‘the availability of doctors and nurses, the confidence and trust held in nurses,
patients having enough say about their treatment, and being able to discuss their anxieties and
fears with nurses’.
The rating of overall care was 88.1% (good/very good/excellent) with community health patients
(95.7%) and day only inpatients (93.9%) rating services higher than mental health inpatients
(64.1%) and non-admitted emergency patients (81.7%).
Areas identified for improvement included involvement of family and friends; emotional support;
provision of Information and education; and continuity and transition.  The Picker dimensions for
which NSW Health performed best were respect for patient preferences; access to care;
coordination of care; and physical comfort.
The two patient categories that have a good ‘fit’ with areas that have been a focus of CSRP are
non-admitted emergency patients (ED projects) and day only inpatients (surgery projects).  A
summary of the statewide findings for these two patient categories are outlined in the following
sections.
Non-admitted emergency patients
19,100 non-admitted emergency patients participated in the survey (27.8% response rate).
Although this is a low response rate this category had the highest number of completed surveys
across the nine patient categories.
A total of 81.7% of non-admitted emergency patients rated overall care that they received as
excellent, very good or good, with 54% stating they would definitely recommend EDs to their
friends and family.  It would be interesting to find out about the reasons why 46% of patients would
not recommend the Emergency Department.
The two Picker dimensions most positively correlated with the rating of overall care were ‘access
to care’ and ‘emotional support’.
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The report identifies ‘key measures’ that are needed to maintain and strengthen current ratings
and performance (in order):
§ completeness of emergency department care
§ explanation of what emergency department did
§ courtesy of emergency department staff
§ how well emergency department doctors and nurses worked together
§ availability of doctors
Areas that need improvement are
§ organisation of care
§ emergency department waiting time
§ patients given enough opportunity to have a say about their care in ED
§ control of pain
§ confidence and trust in emergency department doctors.
Day only patients
A total of 93.9% rated overall care as excellent, very good or good, with 71.2% stating they would
definitely recommend the hospital to their friends and family.
The Picker dimension most positively correlated with the rating of overall care was ’coordination of
care’.
The report identifies ‘key measures’ that are needed to maintain and strengthen current ratings
and performance (in order):
§ organisation of hospital and department
§ treated with respect and dignity in hospital
§ availability of nurses
§ confidence and trust in nurses
§ how well doctors and nurses worked together
Areas that need improvement are:
§ availability of staff to talk to regarding concerns
§ control of nausea
§ discussion with nurses regarding anxieties and fears of procedures
§ control of pain
§ availability of information regarding condition and treatment.
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Appendix 3: Customer satisfaction and relationship performance of
external partners
At the completion of each work order or major milestone, stakeholders from the Health Department
and relevant area health service are surveyed and asked to rate the performance of the external
partner according to customer satisfaction (which includes 16 items) and relationship performance
(6 items).  The rating is normally undertaken by four people from the Health Department and four
people from the area health service.  It is interesting to note that this approach does not result in
any input from hospital-based staff or clinicians who are both more negative about external
partners than those working in the Department or area health service (based on the results of the
online survey).  These two groups are not seen as ‘customers’ of the external partners.
Each item is rated on a scale of 1 (strongly disagree) to 5 (strongly agree).  The results of the
surveys, covering 29 work orders, are summarised in Table 10 which ranks the 22 items according
to the average score (by area health service staff) across all the survey results.  Whilst the range
from lowest to highest score is relatively small it should be noted that, although the range of
possible scores on each item is 0-5, it is quite uncommon for any item to be scored less than 3.5.
The items ranked the highest reflect comments made during interviews regarding the professional
approach of the external partners and their strong focus on managing the projects well.
Interestingly, two of the lowest rated items were ‘the team had the appropriate mix of skills’ and
‘the team had the appropriate mix of experience’.  There has been very little change to the
average scores from those reported in our first two annual reports.





Their management of the work order was professional 4.4 4.1
The EP effectively engaged with CE and executive / DDG and their executive 4.2 3.9
The team demonstrated high levels of commitment to achieving our goals 4.2 4.1
The EP participated in the development of solution/process and implementation 4.2 4.1
The methodology adopted was effective 4.2 4.1
The team worked well with the CRU, project team and clinical staff 4.2 4.2
The EP developed or helped to develop an appropriate & sustainable process / solution 4.2 4.1
They provided appropriate levels of feedback on progress and issues 4.1 4.0
The team was of a high calibre 4.1 4.1
They understood what we wanted from them 4.1 4.0
Their written and verbal communication skills were clear and effective 4.1 4.1
Our staff’s work-related skills have been enhanced 4.1 4.0
They understood the health industry and its key business issues 4.0 4.2
The implementation planning of high quality and reflected shared understanding 4.0 4.0
The team had the appropriate mix of skills 4.0 4.1
The EP identified and managed key stakeholder groups effectively 3.9 3.7
The team had the appropriate mix of experience 3.9 4.0
They understood our culture 3.8 4.1
The EP demonstrated effective engagement with consumers 3.7 3.6
The EP established effective working relationships with the CSRP office and DDG 3.5 4.0
The EP worked effectively with other advisory services including other external partners 3.4 4.1
The EP actively participated within the CSRP Relationship Council 3.2 4.1
In general, there is a reasonable degree of accord between the AHS and DOH ratings.  Across all
categories the average score by AHS and DOH staff was 4.0.  The three categories ranked the
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lowest were marked ‘not applicable’ by AHS staff for seven of the surveys, indicating that at least
some AHS staff on some projects felt that they were unable to rank these items.
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Appendix 4: Results of the CSRP Year 3 survey
The survey was sent to 118 people, including 75 interviewed in years 1 and 2 of the evaluation and 43 clinicians who were members of three
statewide clinical taskforces – Surgical Services Taskforce, Emergency Care Taskforce and Acute Care Taskforce.  Some of those we interviewed in
years 1 and 2 had left the health system and we did not follow those up.  Some had changed positions and those were surveyed.  Of those, only one
responded by saying that they were too removed from CSRP in their new position to appropriately respond to the survey and declined to do so.
Seventy eight people responded to the survey, a response rate of 66%.
This appendix includes all the results from the closed questions in the survey.  Question 1 asked ‘in the last three years how have you spent the
majority of your work time’ and Question 2 asked ‘do you spend the majority of your time working as a clinician?’  The results of these two questions
were that the respondents fell into the following categories: Health Department n=10, Area Health Service n=30, Hospital, not clinician n=15,
Clinicians n=18, Other = 5.
Question 3:  The CSRP has resulted in system-wide improvement of patient care – percent who strongly agree or agree
Health Department Area Health Service Hospital, not clinician Clinicians Other
In emergency departments 89% 91% 46% 50% 100%
In elective surgery 89% 74% 67% 56% 100%
In aged care 44% 78% 50% 13% 60%













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 8.7% 2 0.0% 0 0.0% 0 0.0% 0
Disagree 0.0% 0 4.3% 1 15.4% 2 41.2% 7 0.0% 0
Neither agree nor disagree 22.2% 2 4.3% 1 53.8% 7 23.5% 4 0.0% 0
Agree 44.4% 4 52.2% 12 15.4% 2 23.5% 4 60.0% 3
Strongly agree 33.3% 3 30.4% 7 15.4% 2 11.8% 2 40.0% 2
answered question 9 23 13 17 5
skipped question 1 7 2 1 0
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Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 4.3% 1 0.0% 0 0.0% 0 0.0% 0
Disagree 11.1% 1 4.3% 1 23.1% 3 35.3% 6 0.0% 0
Neither agree nor disagree 0.0% 0 0.0% 0 15.4% 2 11.8% 2 0.0% 0
Agree 22.2% 2 39.1% 9 46.2% 6 52.9% 9 60.0% 3
Strongly agree 66.7% 6 52.2% 12 15.4% 2 0.0% 0 40.0% 2
answered question 9 23 13 17 5
skipped question 1 7 2 1 0













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 0.0% 0 10.0% 1 29.4% 5 0.0% 0
Disagree 0.0% 0 17.4% 4 60.0% 6 29.4% 5 0.0% 0
Neither agree nor disagree 22.2% 2 26.1% 6 20.0% 2 23.5% 4 33.3% 1
Agree 44.4% 4 34.8% 8 10.0% 1 11.8% 2 33.3% 1
Strongly agree 33.3% 3 21.7% 5 0.0% 0 5.9% 1 33.3% 1
answered question 9 23 10 17 3
skipped question 1 7 5 1 2













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 17.4% 4 23.1% 3 12.5% 2 0.0% 0
Disagree 22.2% 2 30.4% 7 30.8% 4 31.3% 5 80.0% 4
Neither agree nor disagree 44.4% 4 8.7% 2 30.8% 4 31.3% 5 0.0% 0
Agree 33.3% 3 43.5% 10 15.4% 2 25.0% 4 20.0% 1
Strongly agree 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0
answered question 9 23 13 16 5













Clinicians Clinicians Other Other
skipped question 1 7 2 2 0













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 4.3% 1 0.0% 0 5.9% 1 0.0% 0
Disagree 11.1% 1 39.1% 9 33.3% 4 64.7% 11 40.0% 2
Neither agree nor disagree 44.4% 4 21.7% 5 8.3% 1 23.5% 4 20.0% 1
Agree 44.4% 4 30.4% 7 58.3% 7 5.9% 1 40.0% 2
Strongly agree 0.0% 0 4.3% 1 0.0% 0 0.0% 0 0.0% 0
answered question 9 23 12 17 5
skipped question 1 7 3 1 0













Clinicians Clinicians Other Other
Much better than it is now 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0
Better than it is now 0.0% 0 4.3% 1 0.0% 0 0.0% 0 0.0% 0
No different 0.0% 0 8.7% 2 46.2% 6 18.8% 3 20.0% 1
Worse than it is now 25.0% 2 56.5% 13 38.5% 5 75.0% 12 40.0% 2
Much worse than it is now 75.0% 6 30.4% 7 15.4% 2 6.3% 1 40.0% 2
answered question 9 23 13 16 5
skipped question 1 7 2 2 0













Clinicians Clinicians Other Other
Much better than it is now 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0
Better than it is now 0.0% 0 0.0% 0 0.0% 0 6.3% 1 0.0% 0













Clinicians Clinicians Other Other
No different 12.5% 1 39.1% 9 58.3% 7 50.0% 8 20.0% 1
Worse than it is now 50.0% 4 56.5% 13 33.3% 4 43.8% 7 80.0% 4
Much worse than it is now 37.5% 3 4.3% 1 8.3% 1 0.0% 0 0.0% 0
answered question 9 23 12 16 5
skipped question 1 7 3 2 0













Clinicians Clinicians Other Other
Much better than they are
now
0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0
Better than they are now 0.0% 0 0.0% 0 7.7% 1 6.3% 1 0.0% 0
No different 12.5% 1 13.0% 3 30.8% 4 31.3% 5 20.0% 1
Worse than they are now 62.5% 5 69.6% 16 46.2% 6 62.5% 10 80.0% 4
Much worse than they are
now
25.0% 2 17.4% 4 15.4% 2 0.0% 0 0.0% 0
answered question 8 23 13 16 5
skipped question 2 7 2 2 0
Question 12:  The ‘patient journey’ approach adopted by the CSRP has improved teamwork between different groups of health













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 0.0% 0 0.0% 0 6.3% 1 0.0% 0
Disagree 12.5% 1 8.7% 2 41.7% 5 50.0% 8 0.0% 0
Neither agree nor disagree 12.5% 1 21.7% 5 8.3% 1 18.8% 3 40.0% 2
Agree 75.0% 6 56.5% 13 41.7% 5 25.0% 4 40.0% 2
Strongly agree 0.0% 0 13.0% 3 8.3% 1 0.0% 0 20.0% 1
answered question 8 23 12 17 5
skipped question 2 7 3 1 0
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Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0
Disagree 12.5% 1 0.0% 0 30.8% 4 50.0% 8 0.0% 0
Neither agree nor disagree 12.5% 1 13.0% 3 30.8% 4 37.5% 6 0.0% 0
Agree 75.0% 6 73.9% 17 38.5% 5 12.5% 2 80.0% 4
Strongly agree 0.0% 0 13.0% 3 0.0% 0 0.0% 0 20.0% 1
answered question 8 23 13 16 5
skipped question 2 7 2 2 0













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 0.0% 0 16.7% 2 6.7% 1 0.0% 0
Disagree 11.1% 1 8.7% 2 33.3% 4 20.0% 3 0.0% 0
Neither agree nor disagree 22.2% 2 34.8% 8 25.0% 3 60.0% 9 40.0% 2
Agree 66.7% 6 56.5% 13 25.0% 3 13.3% 2 60.0% 3
Strongly agree 0.0% 0 0.0% 0 0.0% 0 0.0% 0 0.0% 0
answered question 9 23 12 15 5
skipped question 1 7 3 3 0













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 0.0% 0 15.4% 2 6.3% 1 0.0% 0
Disagree 11.1% 1 4.3% 1 23.1% 3 37.5% 6 0.0% 0
Neither agree nor disagree 11.1% 1 13.0% 3 30.8% 4 25.0% 4 0.0% 0
Agree 44.4% 4 69.6% 16 30.8% 4 31.3% 5 60.0% 3
Strongly agree 33.3% 3 13.0% 3 0.0% 0 0.0% 0 40.0% 2













Clinicians Clinicians Other Other
answered question 9 23 13 16 5
skipped question 1 7 2 2 0













Clinicians Clinicians Other Other
Strongly disagree 11.1% 1 0.0% 0 8.3% 1 6.3% 1 0.0% 0
Disagree 11.1% 1 8.7% 2 16.7% 2 56.3% 9 0.0% 0
Neither agree nor disagree 0.0% 0 4.3% 1 25.0% 3 6.3% 1 20.0% 1
Agree 22.2% 2 34.8% 8 50.0% 6 18.8% 3 80.0% 4
Strongly agree 55.6% 5 52.2% 12 0.0% 0 12.5% 2 0.0% 0
answered question 9 23 12 16 5
skipped question 1 7 3 2 0













Clinicians Clinicians Other Other
Strongly disagree 11.1% 1 0.0% 0 7.7% 1 6.3% 1 0.0% 0
Disagree 11.1% 1 13.0% 3 23.1% 3 43.8% 7 0.0% 0
Neither agree nor disagree 0.0% 0 8.7% 2 38.5% 5 12.5% 2 20.0% 1
Agree 22.2% 2 39.1% 9 30.8% 4 37.5% 6 80.0% 4
Strongly agree 55.6% 5 39.1% 9 0.0% 0 0.0% 0 0.0% 0
answered question 9 23 13 16 5
skipped question 1 7 2 2 0
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Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 0.0% 0 15.4% 2 6.3% 1 0.0% 0
Disagree 12.5% 1 27.3% 6 30.8% 4 68.8% 11 0.0% 0
Neither agree nor disagree 37.5% 3 9.1% 2 23.1% 3 18.8% 3 20.0% 1
Agree 50.0% 4 63.6% 14 23.1% 3 6.3% 1 80.0% 4
Strongly agree 0.0% 0 0.0% 0 7.7% 1 0.0% 0 0.0% 0
answered question 9 23 13 16 5
skipped question 1 7 2 2 0














Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 0.0% 0 7.7% 1 0.0% 0 0.0% 0
Disagree 0.0% 0 8.7% 2 15.4% 2 40.0% 6 20.0% 1
Neither agree nor disagree 22.2% 2 13.0% 3 30.8% 4 20.0% 3 0.0% 0
Agree 66.7% 6 60.9% 14 38.5% 5 40.0% 6 60.0% 3
Strongly agree 11.1% 1 17.4% 4 7.7% 1 0.0% 0 20.0% 1
answered question 9 23 13 15 5
skipped question 1 7 2 3 0
Question 23:  Best practice models are more apparent now than they were three years ago– percent who strongly agree or agree
Health Department Area Health Service Hospital, not clinician Clinicians Other
in emergency departments 100% 87% 62% 53% 60%
in elective surgery 100% 65% 58% 40% 60%
in aged care 50% 65% 42% 20% 60%
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Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 4.3% 1 7.7% 1 13.3% 2 0.0% 0
Disagree 25.0% 2 4.3% 1 15.4% 2 33.3% 5 0.0% 0
Neither agree nor disagree 0.0% 0 13.0% 3 38.5% 5 13.3% 2 20.0% 1
Agree 75.0% 6 65.2% 15 30.8% 4 33.3% 5 60.0% 3
Strongly agree 0.0% 0 13.0% 3 7.7% 1 6.7% 1 20.0% 1
answered question 9 23 13 15 5
skipped question 1 7 2 3 0













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 0.0% 0 15.4% 2 26.7% 4 0.0% 0
Disagree 11.1% 1 4.3% 1 30.8% 4 33.3% 5 0.0% 0
Neither agree nor disagree 11.1% 1 34.8% 8 23.1% 3 6.7% 1 60.0% 3
Agree 55.6% 5 39.1% 9 30.8% 4 33.3% 5 20.0% 1
Strongly agree 22.2% 2 21.7% 5 0.0% 0 0.0% 0 20.0% 1
answered question 9 23 13 15 5
skipped question 1 7 2 3 0













Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 13.0% 3 15.4% 2 40.0% 6 20.0% 1
Disagree 11.1% 1 30.4% 7 46.2% 6 40.0% 6 20.0% 1
Neither agree nor disagree 33.3% 3 30.4% 7 23.1% 3 20.0% 3 20.0% 1
Agree 55.6% 5 21.7% 5 15.4% 2 0.0% 0 40.0% 2
Strongly agree 0.0% 0 4.3% 1 0.0% 0 0.0% 0 0.0% 0













Clinicians Clinicians Other Other
answered question 9 23 13 15 5
skipped question 1 7 2 3 0














Clinicians Clinicians Other Other
Strongly disagree 0.0% 0 4.3% 1 23.1% 3 20.0% 3 20.0% 1
Disagree 22.2% 2 26.1% 6 15.4% 2 20.0% 3 0.0% 0
Neither agree nor disagree 22.2% 2 13.0% 3 23.1% 3 33.3% 5 40.0% 2
Agree 55.6% 5 43.5% 10 15.4% 2 26.7% 4 20.0% 1
Strongly agree 0.0% 0 13.0% 3 23.1% 3 0.0% 0 20.0% 1
answered question 9 23 13 15 5
skipped question 1 7 2 3 0
Question 19:  In your view what have been the most important changes or innovations that have been introduced as a direct result of the
CSRP?
Responses were sorted into the following matrix to identify the main themes:
Respondent Improvements in flow Performance
management
Change model Increased focus on
patients








Faster care for heart attack
victims
Better flow of patients with
Mental Health conditions
through EDs.
More efficient flow of
Greater recognition of the











A defined methodology to
tackle problems
Use of constraint analysis






Some of the models seem
to work fairly well
Some of the models
hopefully will have longer
term sustainability
Openess to change and
innovation
Recognition by staff that
we can not just continue to
do things the way we were
trained 20 years ago
Development of a  ‘can do’
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Respondent Improvements in flow Performance
management
Change model Increased focus on
patients
Models of care Culture
patients through ED






Success of the statewide
surgical CSRP project
Changes to the surgery
pathway
MAUs












Significant gains in team
management of cases (in
mental health)
Provision of more
appropriate / timely care
Significant gains in ALOS
monitoring
Better data collection and
analysis
Significant gains in LOS
monitoring (in mental
health)
Greater focus on identifying
key critical constraints in
patient journey and focus
on finding a solution
Developing the concept of
'flow'
Involvement of front line
staff as a broader team
Methodology provides a
useful way of problem









Patient and carer now
more at the centre of
process improvement
Looking at issues from the
patient perspective
Re-focus on the patient
and the patient's journey
Providing a renewed
‘patient’ focus to healthcare








A more ""patient focussed""
service
Focusing on the 'patient
journey'
Some staff have changed
to benefit the patient.
Develop and share models





New models of care
particularly around the ED,
Cardiology and Aged care
Better integration of
services and clinical teams




Aged Care Facilities, GPs
and the health service."
Thinking and operating
more strategically











order to streamline flow
through systems
Willingness to look outside
of health to other industries
for ideas
Some didn’t change due to






planning meetings in wards
Reduced waiting time for
patients in the emergency
department
The csrp was a focus for






service delivery to acute
inpatient services
Individual professional
groups are making efforts
to work more as a team.
The staff feel bombarded
by project implementation
overload.
Clinicians Some minor improvements
in systems that were long
overdue
Focus on improving flow in
Focus on Access
performance, inpatient
patient flow, a data
collection tool for the first
time.
The approach is patient
focused and collaborative
in nature this is positive
Increased focus on the
patient and there journey.
Focus on the ED
experience for patients in
Introduction of a culture of
change to improve patient
flow/patient care
A different way of thinking
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Respondent Improvements in flow Performance
management
Change model Increased focus on
patients
Models of care Culture
ED
Focus on discharge date
Improved patient flow
through EDs
Raised profile of ED












Other Improvements in ED
performance
Reduction in waiting lists
for elective surgery
A more consistent
approach and use of
numbers and measures to
identify and fix problems
A focus on measuring and
managing performance
New models of care The importance of working
as a team, where no
profession is more
important than another
In addition, there were four comments about quality and safety by those working in the Health Department (one comment) and area health services (three comments):
§ Reduced mortality in EDs
§ Listening and incorporting patient's needs (AHS)
§ Has improved quality and safety (AHS)
§ Project specific outcomes have positively affected processes, patient experience and informed decisions related to structure (AHS)
There were five comments about staff skills, again only from those working at the levels of the Health Department (four comments) and area health services (one comment):
§ Process mapping
§ Skills tool kit to address redesign
§ Introduction of AIM methodology and support for implementation
§ Upskilling and developing business and management skills by those involved in the program
§ Built internal capability for redesign (AHS)
The following comments don’t ‘fit’ within the matrix, primarily because they are not about improvements; in some cases the comments refer to why there were no improvements, in other cases respondents
have taken the opportunity to make observations about the program.
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Health Department
Motivate & mobilise the frontline staff and give them an ear and a voice and amazing results can occur. Not just proven in NSW!
Massive positive changes in surgery and all time best results in ED...no other jurisdiction comes close to what has been a chieve in NSW over the last 4 years!
Despite the Aged & Chronic care mountain to be climbed looking impossible...it is gradually being tackled.
There was often not a lot of ""open"" debate about CR and so opportunities to really assess change and review performance and progress were not made available.
I have considerable doubts about the progress and performance and whether alternate methods may have provided considerable benefit.
Area health service
Mental Health projects seem to have more buy in and commitment from staff
Hospital – non clinician
Access block has not significantly improved; LOS across the system has not significantly decreased
NSW Health appears to be unable to evaluate anything in any robust manner, and is unable to comes to terms with dysfunctionalities produced, waste of resources, opportunity cost, and co-ordination
costs, let alone the blow-out in decision free, useless "patient flow units", middle level nurse managers and the like.
The sense has been that clinicians are more micro managed than ever. Politics has now permeated to the bedside and has substantially increased stress for all staff not simply the senior management
team.
Redesign is necessary but it does not convey a sense of patient outcome direction but rather improved benchmarks which don't measure quality.
The redesign has still not adequately focused on inpatient medical areas, diagnostic streams nor allied services. The hospital process areas remain separate and the focus uneven. Emergency is the key
focus while hospital processes often go unscrutinised.
The Co design work is a more collaborative methodology to engage staff in redesign. Staff have had had enough of the top down, consultant driven style adopted early on in the CSRP.
The patient stories and patient journey work is more promising.
Where local teams embraced the performance dialogue and initiated changes to their clinical and business processes there have been opportunities for performance gain.
The use of consultants was helpful as focal points for action but too much emphasis was made on their ability to deliver solutions - this in fact did not occur in most cases.
Most of the clinical and business processes requiring modernisation also required local change champions whose credibility and authority were recognised at the hospital level.
Nsw health failure to move on from the limited focus mainly on ed and surgery kpis means that an opportunity to understand and measure hospital wide performance has not occurred as well as it might
have. there has been a great failure to engage doctors in the change program.
Clinicians
Concept is good; Buy in has been patchy; Sustainability an issue when I would rather spend 70 million on essential equipment the system and my patients need to deliver the best care.
The goals of the CSRP are admirable and reflect what patients want in terms of access to health care and the journey through the system. However the focus on systems and processes has largely
overlooked the considerable investment required to reshape cultures, behaviours and working practices.
Goals and timeframes have at times been completely unrealistic and unachievable.
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There is a culture of non-evaluation of "innovations" so most of what has been introduced can be demonstrated to be wasteful of resources, increase complexity of the system, and achieve nothing positive.
There is overwhelming lip service to adopting a whole of system approach, but most focus on the EDs, and micromanagement of non-issues. There has been an abject failure to manage necessary changes
in the system as health service managers employed in the relevant roles have neither the skills, education or expertise to move out of their own preconceived views.
For some reason, the Executive seems to listen to the good ideas the staff have when external consultants are brought in, but not to listen when the staff tell the Executive directly. The staff then stop telling
the Executive anything until the next consultants arrive.
Other
The external partners were important in providing the skills, methods and drive to keep to timeframes and focus on project objectives and outcomes"
Question 20:  What, if any, cultural changes have been brought about by the CSRP?
Issue Health Department Area Health Service Hospital, non clinicians Clinicians Other
Role of Centre Staff within AHS's not given the credit for
their effort, instead, the central CSRP has
assumed and therefore taken on the
mantra's of success.
Increased bullying (that)
occurred right from the top of
NSW Health and was
transferred down through the
organisational levels
Change model Patient journey approach with multiple
owners = beginning to change the culture
Creation of rigorous project management
methodology
Recognition of the need to balance financial
imperatives and clinical care
Training people to methodically investigate
problems before making changes and look
outside their own part of the process
None of this is new
Greater effort and interest in
moving patients out of ED
More forward planning for dealing
with bed crisis.
Focus on the patient journey"
Receptive
context
Move away from ‘cargo cult’
mentality to willingness to be
internally resourceful
More willingness to share
problems and solutions
Think about better ways rather
than usual way
Openness to redesign
"can do" attitude is a start
More pockets of 'can do' change mentality
Aged Health care now considered core
business
Increasing acceptance of change
Enthusiastic approach to change
Mental Health staff accepted different ways
of doing things
Cultural shift to accept models of care
alternate to hospital admission
Some improvement in change management
Awareness systems can be
improved
Some changes in ED sense of
gaining control
Some people now understand the




Negative response to 'indicator
driven' rather than patient care
approach
Attitude of we have to do this
Negativity because of the way the Program
has been delivered, in particular the very,
very heavy performance driven approach
Many staff remain disillusioned
Phenomenal increase in
bullying
Greater focus on numerical
benchmarking as a tool to
Culture of butt covering,
managing to the data,
manipulating data
Micro management is at an all




Third Annual Report on the NSW Clinical Services Redesign Program Page 117
Issue Health Department Area Health Service Hospital, non clinicians Clinicians Other
and meet a certain indicator
Heavy handed approach
coerce clinicians
Much of the work has been
patronising, superficial, and an
utter waste of time.
practice I have never witnessed
politics at the bedside. I don’t
think this is positive and in part
due to micro management
Not enough think differently and




Successful implementation in those facilities
where there are GMs or local champions
who drive the change.
Intense micro management
without a patient outcome
quality focus
Leaders must lead and managers
must manage
Better communication and






Indicators provide a measure
of patient care
More focus on data to inform
management for performance
Better awareness of variance
as a source of inequity.
Improved use of performance data to
manage the service
Training people to look at process and data
Patient safety and quality can be achieved
by managing to KPIs
Focus on managing the data
rather than the system
Appreciation and use of KPIs
to track performance
Local recognition of the need
to perform against KPIs
Senior clinicians can contribute
more when presented with
reliable and meaningful data
Outlying performance must be
faced and dealt with
Implementation Limited attention to how to
implement in sustainable way
Engagement of
staff
Initial engagement of clinicians
is sometimes questionable
Empowerment of frontline staff
to improve performance
Involvement of staff from the floor in solution
design and delivery of projects
Listening to the staff voice - staff of the
coalface"
Joint collaboration between clinicians and
management
ED medical staff not open to change - very
resilient
Recognition that senior clinicians
have much good advice to offer
Multidisciplinary involvement
right from the start.
Change model CSRP has been a bit of a
'quick fix' rather than cultural
change
A new way of looking at change when it
comes to service delivery
A methodology that is transferable and can
be applied at all levels and in all areas
this sort of result could also be






managers and frontline staff
Better understanding by
managers of how the health
system works
Improving skills Continuously learning and
improving.
Increase in capability of staff to lead change
projects
Improved skills and knowledge to manage
My department has become more
able to discuss and solve
problems locally
Improved skills
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Issue Health Department Area Health Service Hospital, non clinicians Clinicians Other
services and lead change
Recognition of need for ongoing professional
development
Greater problem solving skills in patient flow
Teamwork More focus on multidisciplinary
approach
Better understanding of how
we all need to work together
Impact on removing silo mentality (two
comments)
Collaboration of different groups and
organisations focusing on improving the
patient journey
Improvements in one part of the patient
journey do not result in decreased
performance in another phase of the journey.
Team and organisation wide approach to
problem solving and quality improvement.
Multidisciplinary care, networking and
improved communications
Projects have fostered an understanding of
each other and common purpose.
Education of clinicians to 'own' problems and
find solutions and communicate with
departments that they previously would of
'blamed' for their problems.
Recognition of the role and value of all
disciplines within the multidisciplinary team
Increased emphasis on team
A team approach to identifying problems and
redesigning systems
Difficult to get staff to work together on
improvements, particularly senior staff




Awareness that access block
not just an ED problem
Widening of the clinical and
business people sharing
similar goals
Partial recognition that ED
problems depend on other units
to work effectively
Realisation that all levels of staff
need to be involved
Greater teamwork
Patients Willingness to look for
evidence of patient, carer and
staff experience
Listening to the patient voice
Helped organisations (re) focus on patient
needs
Recognition that practice development,
education and research are all integral to
improving the patient's care
Intercetions of care are the points at which
Diminution on focus on
appropriate and safe patient
care.
No real focus on improving
patient care or outcomes
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Issue Health Department Area Health Service Hospital, non clinicians Clinicians Other
patient safety and quality of care are most at
risk.
Question 28:  Do you have any further comments about the CSRP, either related to any of the issues raised in this survey or about any
other issues you can think of?
Most of the responses to this question could be readily sorted into the following matrix.  Some comments were very long and/or did not neatly ‘fit’ into
the matrix and have been included after the matrix.
Issue Health Department Area Health Service Hospital, non-clinician Clinician
Sustainability I think a period of renewal and
freshening is required. We can't ‘let go’
of redesign yet, otherwise the
enormous investment would be
wasted.
Redesign plus solid Performance Mgt
with smart input & outcome KPIs is the
way to go!"
A lack of structure and support towards the end of
the 3 year project led to a lot of consternation about
the future direction,
The best thing to do at this stage is to cease it.
It would be the Health Service disadvantage if CSRP
were not to continue
There are still not enough people trained in redesign
practices to make it normal practice yet especially
given the movement in the workforce.
The scope of Redesign projects to date has been
predicated largely by issues of capacity and access.
In this respect projects undertaken were directly
linked to the improvement of specific indicators of
access (access block, OST, waiting times). Whilst it
is anticipated that these issues and outcome
measures will continue to significantly influence
project choice and scope, there is a need to develop
an overall program of organisational improvement
and transformational change within which future
projects can be planned and resourced.  A logical
focus for the next phases of the program would be to
continue the development of chronic and complex
care management, hospital avoidance and
ambulatory care models of care.
I believe the projects have been driven too
centrally driven with too much reliance on
partners/consultants.  This has resulted in
limited spread of skills and failure to apply the
methodology to specific issues that may be
more relevant - specifically in rural areas.  The
reality of benefits of the program has not
matched the rhetoric.  Without continued
funding I doubt that the methodology or
changes will be sustained.
Leadership In the next iteration of redesign, it
would be great to see more tangible
commitment from NSW Health leaders
for the redesign approach (including
DG, DDGs and some CEs who did not
appear to really get engaged first time
around).
The support of Redesign is essential
at Dept & AHS level.  Exec support,
CEs do not see the value in ongoing investment in
this program - if they did, I would expect to see
thriving Redesign Units in each and every AHS. I
would expect to see these units providing ongoing
training and support to staff who are working on
improving the service. Instead I see people looking
reluctantly for other roles.
Identified actions to improve the flow of the
emergency department have been not
actioned by the Area
The problems in NSW Health and
in my unit specifically were so
great that any input was good but I
feel in was underutilized because
of executive focus on false
outcomes and easy options rather
than real improvement.
Lack of medical support and
leadership to make changes
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Issue Health Department Area Health Service Hospital, non-clinician Clinician
drive & direction is required meaningful.
Skills It is a shame there has not been a
clear career path for some of the
frontline redesign staff in Area Health
Services - they've developed great
skills and should be utilised well.
A lot of the best resources (people) have now left as
their future was not guaranteed.
Most staff who worked in redesign have now gone
elsewhere
We should also be building capacity in using other
methodologies
It would be a shame if the expertise gained by
Health Staff was not continued to be used
through ongoing redesign projects.  Funding is
required to do so,
Funding It is not beneficial if the funding for
redesign dries up after 3 years. CEs
and the Dept need to invest in
Redesign
You won't get the larger scale system changes that
need to occur without the resources to allow backfill
for key positions to drive and implement changes.
If resources are reduced I am less confident of staff
being able to continue, not due to skill but to
resource availability.
CSRP needs to be back up with
resources when deficient areas
are being identified. The process
has identified a lot of issues but
unfortunately they have not been
addressed adequately. It is
disappointing to clinicians who
have invested a lot of time and
energy only to be told that
changes cannot be done due to
resource constraints.
External partners Some degree of ongoing support from external
consultants (required)
External consultants should still be used for more
widespread training
Methodology CSRP has been shown to be a great formula in
building and managing projects.
The CSRP program also had the benefit of an
increased performance accountability of AHS
executive teams to the Department of Health
I have found CSRP to be a useful
way of introducing and
implementing change but many of
the early gains are quickly lost if
there is nobody to continue to
drive the changes and maintain
the gains.
Health Department
I think external partners can add value but the cost benefit of what has happened I am not convinced about. The partners have been helpful with this work but in future should be used
less and there needs to be some assurance that there is knowledge transfer of what they contribute so that reliance lessens over time. I would suggest that CSRP needs to recognise
that other people can find and have solutions to issues as well and that they are not the only group attempting to improve the care of patients. While I support the patient focus of what
redesign has been doing I would suggest it is also important to consider how this impacts staff and how changes and innovations can be implemented that make for more satisfied
staff as well as improving the patient journey. Some of the changes while they may have improved the patient journey have created downstream impacts of a less positive nature eg
improved access through ED may see more patients as both outliers and also moving through several units until they get to their 'home' ward as beds become available - this has
created work for nursing and support staff downstream in units that does not appear to have been factored in when solving the problem at the ED front door - it also can impact the
quality of care the patient is receiving as they  are not in a unit with the nursing staff with the more appropriate expertise and knowledge for their care -thus my earlier comment about
applying lean thinking in its entirity.
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Area health service
I believe it is extremely important that CSRP continues. There is still a lot of scope for improvement and reform to occur within the system. Change has been limited to date.
Management and executive confidence in CR is growing and it appears many are now more likely to accept solutions and changes from CR as credible and should be pursued. Good
news stories of how CR has resulted in change and performance improvement should be more widely publicised. Area HSs continue to need the support of NSW Health to bring
about redesign. It is an important program with considerable potential to continue to build on changes, and keep pushing the boundaries. Up to now there has been limited emphasis
on innovation and risk taking to really explore alternate options. The strong focus on executive control and performance control has meant some solutions were not actioned or
changed, and many innovations were not possible. A strong focus on organisational performance management, targets and KPIs alone will only result in increased control, direction
from higher levels of the organisation and imposition of someone’s idea of a good model. Successful projects occurred where local factors were explored, local issues identified and
local stakeholders had buy-in and engagement in finding solutions to improve services. Consultants were not always successful in winning over and promoting this local engagement
and getting some key stakeholders ""on board"" and this proved to be especially important in bringing about change and implementation and resulted in limited success with some of
the projects. Redesign project teams can effectively work with services and local stakeholders to help them think laterally and explore possible reform options and alternate solutions.
The support and scrutiny by NSW Health on implementation is needed to keep change, redesign and innovation moving forward.  Access to data and information and the use of this
data to better manage the organisation has improved as a direct result of the program, but the information systems (software programs) have been much slower to change. More work
is needed to ensure robust data collection, reporting, monitoring and reviewing processes are in place, especially to use data and information to better manage and continuously
improve services and the patient journey.
Clinicians
A continued focus on quick political fixes rather than a genuine effort to improvement business practices and patient care. On a personal level I learned a lot about change management and reviewing our
work and that will assist me in my work but overall very disappointing.
Clinical redesign is vital to continue to improve the health system given the expected increase in activity/acuity/complexity of patients. there is still a long way to go. Silos are stronger
than ever. Teamwork needs to improve. Many solutions need to be locally implemented and adapted. NSW health edicts on what must be done can be locally inappropriate
The IT systems used to gather and collate essential data are incapable of doing the task. Without the tools, I KNOW data is being "estimated" to fit targets. It is VERY hard to retrieve
data for clinical reviews. There are so many different systems operating within an area and between areas it is like a Packapoo ticket. It is dangerous to have no system of individual
patient identification within and between health areas.
It is nigh impossible to run a successful and positive organisational change project from a bullying negative management culture that is the NSW DOH.  This was sadly, a wasted
opportunity"
